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INTRODUCTION TO THE PORTFOLIO
This is a portfolio of work completed across three years of a PsychD Clinical 
Psychology training programme.
The portfolio is divided into two volumes: Volume I is a public document that will 
be held in the library at the University of Surrey; Volume II is a private document 
containing more sensitive and confidential material which will be stored 
electronically and securely in the Psychology department at the University of Surrey. 
This is Volume I.
Each volume is further divided into three dossiers: academic; clinical; and research. 
In this volume, the academic dossier comprises a literature review, an essay, two 
reflective accounts of problem-based learning exercises, and summaries of process 
accounts of the first two years of a personal and professional learning and 
development group. The clinical dossier contains five clinical case reports (one of 
which is a summary of oral presentation of material), together with a summary of the 
clinical experiences gained across five placements. The research dossier contains a 
service-related research project including evidence of feedback to the service, major 
research project, qualitative research project and research log.
The aim of the portfolio is to give the reader a sense of the breadth and depth of work 
completed over the three years, together with a sense of the developmental 
progression of the author across her training.
Statement of Copyright
No part of this portfolio may be reproduced without permission of the author, except 
for legitimate academic purposes.
© Gina Christoforidis
ACADEMIC DOSSIER
This dossier begins with a literature review completed in year one of the PsychD 
training programme and is followed by a professional issues essay completed in the 
second year.
It then contains two reflective accounts of Problem-Based Learning exercises that 
were completed at the start of the first two years of the programme.
There are then two summaries of process accounts of a Personal and Professional 
Learning Discussion Group; the full accounts of these are included in Volume II of 
this portfolio.
Academic Dossier
LITERATURE REVIEW
The extent to which attachment theory may explain the 
development of borderline personality disorder
Word Count: 4987
January 2010
Year 1
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ABSTRACT
Borderline personality disorder (BPD) is considered to be a debilitating psychiatric 
condition, characterised by a cluster of symptoms and behaviours including bursts of 
outrage, an intolerance of being alone, persistent fear of abandonment, volatile 
interpersonal relationships and lack of a sense of self. Attachment theory has 
provided an influential framework for studying development, relationships, 
personality and psychopathology. There is a wealth of literature emphasising the 
significance of childhood experiences in the aetiology of BPD. The following 
literature review investigates the extent to which attachment theory and research may 
explain the development of BPD. Following a brief overview of Bowlby’s theory of 
attachment, I discuss research which suggests that the symptoms and behaviours of 
BPD manifest from childhood patterns of interaction with primary caregivers. I 
believe that while attachment appears to be the overarching mechanism underpinning 
the development of BPD, a complex interplay of biological, psychological and social 
influences play a role too. I end the review by discussing some of the broader 
implications for clinical practice focusing on the therapeutic relationship, the impact 
of stigma and service development.
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1. DECLARATION OF POSITION
Throughout my experience of working within the mental health sector, I became 
curious about the frequent labelling I observed when my colleagues would read a 
service user’s history. It appeared that if there was any history of parental neglect or 
abuse followed by a pattern of problematic relationships or self-harm, such service 
users would be defined as ‘difficult’ and ‘Borderline’. This made me question the 
extent to which early attachment experiences contribute to the development of 
borderline personality disorder (BPD) and how such individuals are perceived by 
mental health professionals.
Having worked for two years as an Assistant Psychologist in an acute psychiatric 
hospital, I had the opportunity to work closely with numerous adults with BPD. 
Listening to their stories, I got to know the individuals behind the diagnostic label 
and was struck by how their histories could be so different yet linked by a common 
thread, that is, traumatic early relationships. Identifying this commonality I began to 
take an interest in attachment research and from this developed the position that the 
quality of early attachment affects the development of personality. More 
specifically, problematic early attachment may lead to the onset of personality 
disorder. With this in mind, I believe that attachment theory provides a useful 
framework to understand the mechanisms underlying BPD and can be used as a 
platform for developing effective treatment interventions.
2. INTRODUCTION
Attachment theory has been proposed to be an influential framework for studying 
development, relationships, personality and psychopathology (e.g. Levy et al. 2006). 
There is a wealth of literature emphasising the significance of childhood experiences 
in the aetiology of BPD, with a particular emphasis on the role of childhood trauma.
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As such, the concept of attachment, identity and the capacity to make sense of one’s 
feelings are increasingly becoming intertwined (Winston, 2000). BPD is beginning 
to be understood in terms of a cluster of symptoms and behaviours including bursts 
of outrage, intolerance of being alone, persistent fear of abandonment, volatile 
interpersonal relationships and lack of a sense of self (National Institute for Health 
and Clinical Excellence: NICE, 2009). Such characteristics are said to manifest from 
impairments in the underlying attachment organization (Diamond et a l 1999; 
Gunderson, 1996; Bateman & Fonagy, 2004). It is suggested that attachment theory 
may offer a paradigm that explains not only the development but the maintenance of 
interpersonal difficulties as well as issues surrounding the development of self- 
concept and self-regulation (Levy et ah 2006).
Upon reviewing the research surrounding attachment theory and BPD, I became 
aware of emerging themes within the literature including disorganised attachment, 
the family environment and parental separation. Using attachment theory as a 
theoretical framework, I will discuss some of the research surrounding these 
particular themes, focusing on the implications for understanding the aetiology of 
BPD. Following a brief overview of Bowlby’s theory of attachment, I will discuss 
research which suggests that BPD manifests from childhood patterns of interaction 
with primary caregivers. Based on the literature reviewed, I will then go on to 
briefly discuss some of the broader implications for clinical practice focusing on the 
therapeutic relationship, the impact of stigma and service development. I will end 
the review by giving my own reflections and conclusions surrounding the evidence 
presented.
3. METHOD
In order to conduct the literature review, a number of search terminologies were 
generated to identify key journal articles, books and policy documents relating to the
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subject^ Documents were utilized if they distinctly discussed the relationship 
between attachment theory and BPD. Due to the breadth of topic area, the literature 
was reviewed in order to identify areas of interest. These areas are discussed in the 
following review.
4. BORDERLINE PERSONALITY DISORDER
BPD is considered to be a debilitating psychiatric condition which occurs on a global 
scale (Pinto et al. 2000). The Diagnostic and Statistical Manual of Mental Disorders 
(American Psychiatric Association (APA), 2000) states that a central feature of BPD 
is a pervasive pattern of unstable interpersonal relationships, self-image and affect, 
and marked impulsivity which may begin in early adulthood, across a range of 
contexts. The manual outlines nine different characteristics of BPD, stating that ‘five 
or more of the following must be present: (1) Frantic efforts to avoid real or 
imagined abandonment; (2) A pattern of unstable and intense interpersonal 
relationships characterised by alternating between extremes of idealisation and 
devaluation; (3) Identity disturbance: markedly and persistently unstable self-image 
or sense of self; (4) Impulsivity in at least two areas that are potentially self­
damaging; (5) Recurrent suicidal behaviour, gestures, or threats, or self-mutilating 
behaviour; (6) Affective instability due to a marked reactivity of mood; (7) Chronic 
feelings of emptiness; (8) Inappropriate, intense anger or difficulty controlling anger; 
and (9) Transient, stress-related paranoid ideation or severe dissociative symptoms’ 
(APA, 2000, pp.710). For further information regarding epidemiology of BPD, 
please refer to ‘Borderline Personality Disorder: Treatment and Management’ 
(NICE, 2009).
 ^ The search terms that were used included; attachment, attachment theory, borderline personality 
disorder, personality disorder, mentalization, stigma, stigma, aetiology, adult attachment interview, 
insecure attachment and disorganized attachment. Such terms were combined using Boolean  
operators AND/OR. The terms were used to search PsychlNFO, PsychARTICLES, PsychBOOKS, 
Medline, Psychology and Behavioural Sciences Collection and Google Scholar.
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5. ATTACHMENT THEORY
5.1 Bowlby and ainsworth
Underpinned by ethological theory, Bowlby (1973a, 1977a, 1980) suggested that 
infants exhibit a range of attachment-related behaviour (e.g. such as crying, 
observing caregivers, smiling and clinging) whose evolutionary function are to elicit 
a protective and comforting caregiver response. Fonagy and Bateman (2007) also 
emphasise the role of the caregiver as providing psychological containment from 
aversive affect states which is essential in the development of self.
Bowlby (1973a) suggests that through interacting with primary attachment figures, 
infants construct ‘internal working models’ of the world and themselves in it. Such 
working models may be used to forecast the future and to make sense of events and 
relationships. In the working model of the world, infants may identify their primary 
attachment figures, where they may be found and how they might respond in times of 
need (Bowlby, 1973b). In the working model of the self, the infant may recognise 
how acceptable he or she sees themselves in the eyes of their attachment figures.
It is proposed that working models may be used to develop expectations surrounding 
one’s role in relationships as well as the role of others and such mental models are 
often implicit in nature, remaining out of one’s immediate awareness (Bowlby, 
1973b). For example, it is suggested that if a caregiver has been unresponsive 
towards an infant’s emotional and physical needs, as an adult, such early 
interpersonal experience may lead to the development of perceiving others as being 
uncaring and unresponsive. On the other hand, it is hypothesised that an infant 
whose emotional and physical needs are consistently cared for will develop an 
understanding of others as being trustworthy and caring. As working models may be 
used as prototypes in later interpersonal dynamics and conceptualizations of self, it is
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suggested that they are self-perpetuating and enduring, tending to manifest within 
close relationships (Shaver & Mikulineer, 2005). In this way, it is thought that 
working models influence the development of personality and emotional regulation 
(Levy, 2005).
Underpinned by Bowlby’s attachment theory, Ainsworth et a l (1978) developed a 
laboratory procedure entitled the Strange Situation in order to observe the variety of 
attachment organizations between child and caregiver during a series of separations 
and reunions. Derived from the Strange Situation, three categories of infant-mother 
attachment were constructed; secure, avoidant and anxious-ambivalent. Infants who 
are securely attached appear confident enough to explore their surroundings in the 
presence of their mother. When separated from their mother, secure infants may 
experience distress and seem less interested in exploring however, openly greet their 
mother upon return, seeking proximity and comfort, followed by a continuation of 
explorative behaviours. Avoidant infants portray little interest in their mother’s 
presence, showing limited signs of distress when separated from their mother and 
often avoiding the mother once reunited. The anxious-ambivalent infant is 
characterized by being intensely distressed upon the mothers' departure, often 
continuing to cry after the mother returns and lacks explorative behaviours. 
Furthermore, such infant may actively seek their mother but also resists contact from 
them, failing to be comforted. It was not until later that a fourth dyad was developed, 
disorganized-disorientated attachment (Main & Soloman, 1986). Disorganized- 
disorientated attached infants often appear confused and apprehensive in the 
presence of a caregiver and display a combination of avoidant and resistant 
behaviours. As it is regarded that such behaviours are a temporary collapse of one of 
the three attachment classifieations, the disorganized dyad is not used in isolation but 
as a secondary attachment pattern that is assigned to the secure, avoidant or anxious- 
ambivalent classifications (Levy, 2005).
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5.2 Adult attachment interview
Bowlby (1973b) proposed that attachment influenees relationships throughout the 
lifespan. As such, Main et al. (1985) developed a semistructured interview known as 
the Adult Attachment Interview (AAI) based on Ainsworth’s attachment 
classifications, in order to assess characteristics of adults’ internal working models of 
attachment with their parents.
There are five classifications included within the AAI including secure/autonomous, 
preoccupied, dismissing, unresolved and cannot classify (CG). Individuals classified 
as secure are able to describe both positive and negative childhood experiences in a 
eoherent manner whilst reflecting upon their own thought process. Furthermore, 
such individuals demonstrate the ability to be adaptive and realistic in relationships 
and portray a favourable representation of self. Individuals classified as dismissing 
demonstrate inconsisteneies in the narrative they present, often making positive 
generalizations and then providing information which suggests the contrary. 
Individuals classified as preoccupied describe early experiences in an incoherent and 
disorganized manner, typically reverting to ehildlike speech using lengthy, 
grammatically incorrect sentences. Individuals elassified as unresolved regarding 
loss and trauma, demonstrate a lack of reasoning, making unreasonable comments 
about the eauses and consequences of traumatic events. As it is common for such 
individuals to demonstrate signs of secure, dismissing or preoccupied attachment 
patterns throughout the interview process, a seeondary classification is given. If an 
interview fails to fall within one of the three categories mentioned it is assigned CC 
and symbolizes a lack of attachment strategy and a collapse in discourse. The 
secure/autonomous, preoccupied and dismissing classifications in the AAI 
correspond to Ainsworth et aVs., (1978) attachment classifieations while the 
unresolved for trauma and loss category parallels the disorganized-disorientated 
pattern defined by Main and Soloman (1986).
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5.3 Attachment theory and BPD
Informed by Bowlby (1973a, 1977a, 1980), BPD is considered to be a condition of 
profound insecure attachment, manifesting in a deep desire for secure bonds whilst 
avoiding such closeness due to fear of rejeetion and abandonment. Traumatic 
childhood experiences lead to the deactivation and distortion of the systems which 
regulate attachment feelings and behaviour, causing acute sensitivity to separation 
and loss (Bowlby, 1973b). Therefore, it is suggested that individuals with BPD do 
not identify what drives their behaviour as their emotional and physical experience 
are disconnected (Sable, 1997).
Due to the breadth of literature that exists within the field of BPD and attachment, I 
have selected three key areas to discuss; disorganised attachment, parental separation 
and the family environment. While I recognise that there are many other topic areas 
that exist within this field, these were excluded due to the brevity of this review.
5.3.1 Disorganized attachment
There is a wealth of research demonstrating a link between disorganized attachment 
and the development of BPD (e.g. Holmes 2003, 2004). Within this literature, 
concepts which were particularly mentioned included the approach-avoidance 
dilemma and mentalization. Therefore, disorganised attachment and BPD will now 
be discussed in relation to these two areas.
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5.3.2 Approach-avoidance dilemma
It has been found that adults with BPD are frequently classified as unresolved in 
relation to past trauma or loss (e.g. Barone, 2003). Holmes (2003, 2004) discusses 
the link between BPD and the unresolved classification in relation to Main’s (1995) 
approach-avoidance dilemma. In the context of attachment theory. Main (1995) 
suggests that an infant will turn to a caregiver for comfort and reassurance when 
under threat or in fearful situations. However, if that attachment figure is the source 
of threat the infant faces an impossible situation. Main (1995) suggests that the 
caregivers of infants who fall within the disorganized category are likely to have a 
history of trauma and/or loss whieh remain unresolved. It is suggested that such 
caregiver is not only frightened but fi-ightening as the role of parent triggers 
distressing memories of their own childhood which impacts upon the ability to focus 
as a caregiver. It is suggested that as such caregivers lack the ability to regulate 
affect, a child may not be provided with emotional containment leading to deficits in 
affect regulation which is common in adults with BPD.
5.3.3 Reflective function and mentalization
Like Holmes (2003, 2004), Fonagy et al. (1996) also discusses the link between the 
unresolved classification and BPD however, from a mentalization perspective. 
Mentalization refers to the way in which individuals make sense of their world by 
imagining the mental states that drive their own and others behaviours (Fonagy, 
2000). Fonagy et al. (1996) suggest that individuals are less likely to resolve trauma 
and are more likely to present with BPD psychopathology if traumatic events are 
responded to by an inhibition of reflective function. It is suggested that adults with 
BPD who experienced childhood maltreatment coped with abuse by failing to 
acknowledge their caregiver’s intent to harm them, thus refusing to identify with the 
mental state of their caregiver (Fonagy et al. 1996). From this point on, the inability
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to comprehend one’s own and other people’s mental states continues to permeate 
relationships throughout the lifespan and such presentation is thought to explain 
many aspects of BPD presentation (Fonagy, 1991).
5.3.4 Limitations
It appears that there are a number of limitations in drawing parallels between BPD 
with unresolved/disorganized attachment. In a review of attaehment theory and 
BPD, Levy (2005) notes inconsistencies in research depicting rates of BPD adults 
classified as unresolved, with some studies presenting rates as low as 35% and others 
as high as 89%. It is also reported that unresolved attachment may not be a risk 
factor specific to BPD as research has shown high rates of this attachment 
classifieation in other clinical disorders (e.g. Fonagy et al 1996). In addition. Levy 
(2005) aeknowledges that when considering a developmental psychopathology 
approach, one must consider the potential for multiple pathways to developing BPD. 
Therefore, by limiting BPD individuals to the unresolved category one is failing to 
explain the development of BPD in nontraumatized individuals who for example 
have not been sexually abused and are securely attached.
In conclusion, it appears that while there is evidence to suggest that disorganized 
attachment may be one pathway to developing BPD, there appears to be other facets, 
including low reflective functioning and inhibition of mentalization, which may also 
contribute to the development of the disorder. I believe it would be negligent to 
reduce the development of BPD to one classification of attachment, particularly as 
this may misinform the process of formulation and therefore potentially misdirect 
treatment.
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5.4 Parental separation
A second area of interest within the literature is the coneept of parental separation, 
which will now be discussed.
Bowlby (1973a) suggested that extended periods of separation may have adverse 
consequences upon the development of secure attachment between parent and child 
as infants rely on caregivers to provide support and to be responsive to their needs, 
particularly as their coping resources are rudimentary. Therefore, separation from 
parents may lead to an infant being left with overwhelming emotions which they 
have limited ability to regulate which can impact upon the development of affect 
regulation.
Crawford et al. (2009) investigated early maternal separations as a predictor of long­
term risk for the development of BPD. It was found that early separations predicted 
increased levels of BPD symptoms and were found to be largely independent of other 
risks including childhood temperament, childhood sexual abuse and maternal issues. 
Crawford et al. (2009) refer to Bowlby’s theory (1973a, 1980) in an attempt to 
explain the developmental outcomes established in the study. The authors suggest 
that due to a lack of understanding, a child may blame themselves for their mother's 
absence which may impact the child’s mental representations of the self and other, or 
the ‘internal working model’. If a child understands that their mother does not care 
about them, they may form mental representations of themselves as being unlovable 
and predict that others will be rejecting.
While Crawford et al. (2009) appeared to find a link between early separations and 
the development of BPD, the authors warn not to reduce the aetiology of BPD to one 
single risk factor and suggest that genetic information which is to be gathered from 
the study’s cohort may too provide useful information regarding the developmental
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outcomes established. Levy (2005) also notes that there are studies which have 
explored the impact of early parental separations which have failed to find any 
relationship with the development of BPD.
In conclusion I believe that while early experiences of separation may contribute to 
the development of BPD, it is unlikely that it is the sole cause. It is likely that there 
are many adults with BPD who do not exhibit early separations within their 
childhood, implying that there are other mechanisms at work in the aetiology of 
BPD.
5.5 Family environment
Another emerging theme within the literature of BPD and attachment is the eoncept 
of the family environment. A body of evidence suggests that adults with BPD are 
likely to present a history of parental neglect and maltreatment (e.g. Wilkins & 
Warner, 2001). Within this area of research, of particular interest are the concepts of 
parental neglect and the invalidating family environment. These areas will now be 
discussed in relation to the development of BPD.
5.5.1 Parental neglect
Fonagy (2000) argues that an adverse family environment, including low parental 
involvement and emotional neglect impairs the development of an infant’s social 
cognition. It is suggested that within the parent-child context of secure attachment a 
primary caregiver is able to mirror a child’s internal state in a marked and contingent 
way, which enables the child to develop the capacity to mentalize (Fonagy, 2000). 
For example, when considering a distressed infant, a caregiver reacts not by crying
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but with an exaggerated expression of worry and affection. This dynamic 
demonstrates congruity with the infant’s emotional state but is at the same time 
separated as the caregiver’s response. Such interaction allows the infant to develop 
an understanding of their own internal world and experience, enhancing the ability to 
regulate emotions. Henee, when the ability to mentalize fails to develop adequately, 
an individual is left with difficulties in affect regulation, as is the case with BPD 
individuals (Fonagy et a l 2002). Fonagy et a l (2002) believe that BPD may then be 
an expression of a developmental deficit in mentalization, developed within an 
insecure attachment bond whereby a primary caregiver has failed to mirror a child's 
internal states.
Considering research that links adverse family environments such as parental neglect 
and maltreatment with the development of BPD, Fonagy and Bateman (2007) argue 
that while the family environment may inhibit the development of mentalization, this 
may also occur in combination with and separately from incidents of trauma. It is 
argued that other factors including genetic predisposition and temperament may also 
play a role in preventing the development of secure attachment between infant and 
caregiver (Fonagy & Bateman, 2007).
5.5.2 The invalidating family environment
In relation to parental neglect, the concept of the invalidating family environment has 
also been discussed within the context of attachment. Fruzzetti et a l (2005) deseribe 
invalidation as the undermining of self-perceptions and internal states. It is 
suggested that a parent who fails to validate a child’s experience is inhibiting the 
child from discriminating between his or her feelings and those of the caregiver. 
Therefore, parental invalidation has been associated with deficits in affect regulation 
and is suggested to be an obstacle in the development of mentalising capacity (NICE, 
2009). Fruzzetti et a l (2005) suggest that if primary attachment figures are the 
source of invalidation, this may result in the development of approach-avoidant 
relationships which are common in adults with BPD (Holmes, 2003, 2004). Despite
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this, Fruzzetti et al. (2005) also suggest the importance of a child’s emotional 
vulnerability and how this might internet over time with the invalidating family 
environment in the aetiology of BPD. However, Fruzzetti et al. (2005) acknowledge 
the limitations of research investigating the invalidating family environment 
suggesting that invalidation is difficult to quantify. Such limitation may also be 
applied when considering the concept of quantifying adverse family environments in 
general.
In conclusion, I believe that an adverse family environment may impact upon the 
development of a secure parent-child attachment bond. However, once again the 
evidence suggests that a family environment which includes neglect, maltreatment 
and abuse should not be considered to be the only mechanism underpinning the 
development of BPD. If it was, the heterogeneity of the population of adults with 
BPD would be undermined which would inevitably impact upon formulation and 
treatment.
6. METHODOLOGICAL ISSUES
In light of the evidence discussed I feel it is important to consider the limitations 
surrounding research in the area of BPD and attachment. As aforementioned, in 
order to gain a diagnosis of BPD five or more diagnostic criteria need to be met. 
This suggests that there are 256 different variations possible in order to meet a 
diagnosis (Bateman & Fonagy, 2004). Therefore, it has been suggested that BPD 
may be more appropriately viewed a heterogeneous condition (NICE, 2009). Such 
heterogeneity has led to the questioning of the reliability and validity of the 
diagnosis, and therefore the value of the construct itself (Tyrer, 1999). Given that the 
diagnosis of BPD seems broad, it remains unclear the extent to which research 
adequately captures the experiences of people with BPD therefore bringing empirical 
findings into question.
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The high level of comorbidity that occurs in the population of BPD must also be 
considered with regards to methodological limitations of research. Due to the degree 
of overlap between BPD, other personality disorders and Axis 1 disorders, it is 
uncommon that an individual presents with 'pure' BPD (Fyer et al. 1988). This 
would undoubtedly increase the heterogeneity between trial populations, fiirther 
confounding research outcomes. Moreover, when reviewing the literature I noticed 
that specific samples were frequently used including college students and women, 
rather than a cross section of a representative population which would make it 
difficult to generalize findings.
7. IMPLICATIONS FOR CLINICAL PRACTICE
Based on the literature reviewed, there are a number of implications for clinical 
practice. Due to the brevity of this review I will focus on the broader areas that may 
be more easily generalised rather than specific interventions.
7.1 The therapeutic relationship
Attachment theory provides a framework for which to understand the processes 
which occur within the therapeutic relationship (Sable, 1997). Underpinned by the 
concepts of attachment and separation, Bowlby (1977b, 1988) perceived that the 
primary role of the therapist should be to provide a consistent and secure base 
whereby past and present attachment related experiences may be explored. In this 
way, the therapeutic bond reflects that of a reliable caregiver and a child (Bowlby, 
1988). As the therapist proves to the client that they will not be punished or rejected, 
the therapist facilitates the client in maintaining attachment whilst coming to terms 
with difficult experiences (Sable, 1997). The client may then begin to generate a 
more compassionate view of the self, past trauma and begin to change defence 
mechanisms that were created to deal with separation anxiety (Holmes, 1993).
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It is suggested that due to early insecure attachments, individuals with BPD may 
begin therapy by idealizing the therapist as the parent they never had whilst 
expecting to be abandoned (Gold, 1996). Such paradoxical feelings may manifest in 
unpredictable emotional outbursts which can be testing of a therapist. Consequently, 
throughout therapy it is of utmost importance that the therapist remains reliable and 
consistent in attempting to establish a trusting relationship (Gold, 1996).
7.2 The impact of stigma
Given the possible presentation of BPD adults during therapy as described above, it 
may be challenging for clinicians to maintain an empathie, non-judgemental position, 
leading to possible stigmatisation and misdirected treatment (Nehls, 1998). Research 
demonstrates how individuals with BPD have been referred to by mental health 
professionals as ‘difficult’ (Gallop et a l 1993) and ‘treatment resistant’ (NICE, 
2009). Such stigma would inevitably affect the therapeutic bond and potentially 
create a dynamic whereby clinicians re-enact early traumatic relationships commonly 
associated with BPD individuals (Wilkins & Warner, 2001).
In relation to attachment re-enactments, Aviram et a l (2006) describe how BPD, 
stigma and the development of self-fulfilling prophecies may be linked. The authors 
suggest that when a mental health professional’s expectation of a client is that they 
will be manipulative, the therapist may emotionally withdraw to avoid being 
manipulated. The professional’s unresponsiveness may activate the patient’s 
destructive coping behaviours and a cycle comes in to play whereby the client 
becomes self-loathing which is directly followed by the therapist's confirmation of 
the stigma which justifies his or her reasons for withdrawing from the client. Below 
is a diagram produced by Aviram et al (2006) depieting this cycle.
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FIGURE 1. Cycle o f stigma confirmation and behavioural dysregulation in BPD  
(Aviram et al. 2006, pp.252).
The cycle of rejection which occurs between mental health professionals and adults 
with BPD has been one of the driving forces behind the development of ‘The 
Personality Disorder Capabilities Framework’ (National Institute for Mental Health 
in England: NIMHE, 2003a). Amongst other suggestions, such framework 
emphasises the importance of providing health care professionals with adequate 
training surrounding the human rights of service users and carers. The Department 
of Health document entitled Personality disorder: no longer a diagnosis of 
exclusion’ (NIMHE, 2003b), suggests that the negative attitudes towards individuals 
with personality disorder demonstrate a lack of skills and knowledge surrounding the 
needs of such client group. Therefore it is argued that by improving training, stigma 
towards BPD will be improved. Furthermore, Aviram et al. (2006) strongly 
emphasise the importance of supervision as a space whereby clinicians may explore 
and develop his or her own sense of awareness regarding clinical practice (Aviram et 
al. 2006). I believe this highlights the importance of promoting reflective practice 
within mental health services.
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8. CONCLUSION AND REFLECTIONS
This literature review has aimed to explore the extent to which attachment theory 
may explain the development of BPD. Overall, I believe that attachment appears to 
be the overarching mechanism driving the development of BPD. Upon reflection, 
the research indicates that maladaptive patterns of behaviour stem from an 
internalisation of both implicit and explicit messages conveyed within the family 
system surrounding affect regulation, trust and boundaries. However, I am cautious 
in reducing the development of BPD to one single mechanism and believe that a 
complex interplay of biological, psychological and social influences play a role too. 
I suggest that more longitudinal studies are needed in order to develop our 
understanding of childhood attachment, early experiences and the trajectory of BPD 
in adults. By developing our understanding of the aetiology of BPD, clinicians may 
provide a better formulation of a client and thus provide better treatment.
When considering the interaction between attachment and the therapeutic 
relationship, I believe it is easy for clinicians to reinforce unhealthy patterns of 
behaviour. By holding stigmatising views, professionals can become caught up in 
re-enacting and perpetuating negative cycles of attachment, leading the service user 
to become lost in the diagnosis instead of being seen as an individual. If stigma 
breeds an environment which fails to validate client’s needs, mental health services 
risk recreating the invalidating family environment which many adults with BPD 
grew up in. Such dynamic goes against the very principle of the therapeutic 
relationship as being a stable, predictable and secure base which attachment theory 
hypothesises as being the most appropriate conditions to facilitate therapeutic change 
(Bowlby, 1977b, 1988). I believe that developing specialist services for BPD, which 
are managed by highly trained multidisciplinary teams of professionals, is not only 
the best way forward for the management and treatment of BPD but also presents an 
opportunity to challenge stigma.
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While it is acknowledged that some individuals with BPD are securely attached, I 
believe that a neglectful family environment is likely to contribute to the 
development of BPD and should be the focus of preventative strategies (Harman, 
2004). Accordingly, when working with adults with mental health difficulties, 
clinicians should be aware of family dynamics and adverse family environments 
associated with BPD.
There are a number of areas which could not be explored due to the restrictions of 
this review however I am left wondering how they might fit in to the context of 
attachment theory and the development of BPD. More specifically, I question the 
mechanisms which underpin the development of BPD in adults who are classified as 
securely attached and note that there appears to be little research which investigates 
this. I also query the role resilience might play in the development of BPD (e.g. 
Katemdahl et al. 2006). As the area of attachment, BPD and brain function (e.g. 
Noriuchi et al. 2008) appears to be a growing field of research, I look forward to how 
such research may add to the knowledge base in the hope of developing much 
needed and deserved treatment for adults with BPD.
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1. INTRODUCTION
Stigma and discrimination against people with mental health difficulties continues to 
pose a significant challenge to society (Mental Health Europe (MHE), 2007). 
Despite the existence of a number of anti-discrimination campaigns, the issue 
remains pervasive (Office of the Deputy Prime Minister (OPDM), 2004). The 
purpose of this essay is to explore how clinical psychologists may work with local 
communities to challenge the stigma and discrimination which may lead to social 
exclusion. I will begin by exploring definitions of stigma, discrimination and social 
exclusion in order to place the essay in context. I will then go on to consider how the 
profession of clinical psychology positions itself within the context of discrimination, 
social exclusion and community work, particularly in relation to relevant policies. 
Following this, in relation to the profession of clinical psychology I will discuss 
strategies highlighted in the literature which aim to challenge social exclusion. 
While this will include a critique of some of the literature, due to the scope of this 
essay this will not be exhaustive. Finally, against the backdrop of the strategies and 
policies explored, I will discuss an initiative known as Targeted Mental Health in 
Schools (TaMHS), which is currently being implemented on my current placement in 
a Tier 3 Child and Adolescent Mental Health Service (CAMHS).
2. CONCEPTUALISATIONS: STIGMA, DISCRIMINATION 
AND SOCIAL EXCLUSION
2.1 Stigma and discrimination
Conceptualisations of ‘stigma’ have faced a variety of challenges and criticisms in 
terms of their clarity (Link & Phelan, 2001), and the individualistic approach that is 
often taken which appears to ignore significant political and social processes (Repper 
& Perkins, 2003). For example. Cocker et al (1963) suggested that stigmatised 
individuals are perceived to hold an attribute that portrays a social identity that is
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devalued within a social context. Using such an individualistic definition to base 
anti-discrimination initiatives would seem short sighted as the focus is placed on the 
individual as opposed to the mechanisms that underpin the process of stigma.
In response to criticisms of the term stigma, Link and Phelan (2001) attempted to 
reconceptualise the term, arguing that it is a useful over-arching concept, which 
encompasses 'discrimination' as one of four components: distinguishing and labelling 
human differences; associating labelled people to undesirable characteristics; 
separating ‘them’ from ‘us’ and; status loss and discrimination. These four 
components are suggested to offer detailed social, attitudinal and political processes, 
thus allowing a more collectivist vision of stigma (Sayce, 2001). Link and Phelan 
(2001) argue that once an individual is labelled with a mental health issue, linked to 
negative attributes and then separated from society, a rationale is formed for 
exclusion, leading to loss of status and discrimination.
Link and Phelan (2001) describe three levels of discrimination. Firstly, individual 
discrimination (akin to public stigma) describes the process of a person being overtly 
discriminated against by another due to negative stereotypes e.g. an individual is 
verbally abused as they are known to use mental health services. Secondly, 
structural discrimination (similar to institutional racism and also known as structural 
stigma) describes institutional practices that work to the disadvantage of people with 
mental health difficulties e.g. when an individual finds it difficult to find a job and 
therefore lacks a good work history, which further decreases their chance of 
employments. Finally, self-discrimination as a consequence of the stigmatised 
person's behaviours and beliefs is described (akin to self-stigma). This highlights an 
individual’s loss of self-esteem and confidence as a result of individual and structural 
discrimination (Link & Phelan, 2001).
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2.2 Social exclusion
According to Sayce (2001), social exclusion is a key result of discrimination. As 
discussed by Berry et al. (2010), definitions of social exclusion have appeared to 
either focus on the role of the individual or the role of the community that excludes. 
For example, it may be argued that the Social Exclusion Unit (SEU; 2001), defines 
social exclusion from an individualist perspective describing such concept as ‘a 
shorthand term for what can happen when people or areas suffer from a combination 
of linked problems such as unemployment, poor skills, low incomes, poor housing, 
high crime environments, bad health and family breakdown’ (p. 10). However, 
offering more of a collectivist perspective, Sayce (2001) argues that social exclusion 
should encompass ‘problems of impairment, discrimination, [and] diminished social 
role’ (p. 122). Indeed, it appears that the way in which clinical psychologists position 
themselves in terms of how they define social exclusion is likely to affect their 
practice (Berry et al. 2010).
It has been suggested that clinicians who adopt an individualistic perspective of 
exclusion are more likely to focus on supporting individuals with mental health 
difficulties to change in order to be able to integrate within society (Berry et al. 
2010). I believe that this seems to echo a deficit-based approach towards mental 
health, which has often led services to focus on reducing symptoms and assessing 
need in terms of symptom removal (Repper & Perkins 2003). Such approach 
provides some hope for individuals experiencing mental health issues if a complete 
'cure' is indeed possible, however, from my own professional experience this is often 
not the case and mental health issues are more complex.
Comparatively, it has been suggested that a collectivist perspective towards 
exclusion is more likely to promote community-based practice amongst clinicians 
(Berry et al. 2010), facilitating acceptance and challenging stigma whilst delivering 
the message that service users may lead fulfilling lives and contribute to their
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communities (Sayce, 2003). This is in line with the recovery approach, which 
suggests that individuals with mental health difficulties may work towards living 
satisfying and contributing lives together with the obstacles caused by illness. In this 
way, recovery does not imply 'clinical recovery', but building a life beyond distress 
and disability without necessarily eliminating symptoms (Repper & Perkins, 2003).
Below (Figure 1) is a diagram adapted from Stickley (2005) illustrating the vicious 
cycle of social exclusion. As suggested by Stickley (2005), it appears to highlight 
that while contact with mental health services should bring the support people need, 
it can contribute to the cycle of exclusion due to the adverse effects of labelling. 
Furthermore, as highlighted by a wealth of research (e.g. OPDM, 2004), poor mental 
health appears to be sustained by social exclusion and discrimination.
mental health problems
social exclusion diagnosis
stigma and discrimination
FIGURE I The cycle o f  social exclusion (Stickley, 2005, pp. 14)
Taking all of the above in to account, it seems that a consideration of how one 
defines the concepts of stigma, discrimination and social exclusion should be the 
starting point for considering how clinical psychologists may work with local
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communities to challenge attitudes towards mental health. I believe that orientating 
ones practice around a collectivist understanding of social exclusion promotes the 
challenging of exclusive cultures, putting community and an individual’s context at 
the forefront of practice. Whilst I acknowledge the existence of varying definitions 
of stigma and discrimination and that such concepts appear to be used 
interchangeably within research, I believe that discrimination, as opposed to stigma, 
is a more useful term. As Sayce (1998) argues, when challenging public attitudes 
towards mental health, professionals should unpack processes which lead to unfair 
treatment. In my opinion, the definition of discrimination as offered by Link and 
Phelan (2001) appears to encapsulate such processes and should be considered by 
clinical psychologists in their work. As such, for the purposes of this essay I will use 
the term discrimination as oppose to stigma.
A consideration of how the profession of clinical psychology positions itself within 
the context of discrimination, social exclusion and community work will now be 
discussed.
3. POSITION OF CLINICAL PSYCHOLOGISTS
As noted by the British Psychological Society (BPS; 2008), considering the context 
and community associated with people's lives is not a new philosophy to the 
profession of clinical psychology. Such philosophy is echoed in The Division’s 
Professional Practice Guidelines (Division of Clinical Psychology, 1995) which 
emphasises the link between psychological health and context. While such 
contextual issues may be discussed within the confines of the therapy room, the BPS 
(2008) asks psychologists to work beyond the therapeutic relationship, outlining the 
concept of socially inclusive practice:
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Socially inclusive practice seeks to make explicit links between the 
needs, identity, aspirations and behaviour of individuals in distress (or 
who experience disability), and the needs, identity, aspirations, and 
behaviour of their local communities or communities of interest. The 
process of creating a safe space for personal exploration (the recovery 
approach), the gathering of information (person-centred work), 
enhancing awareness, negotiating opportunities and appropriate 
interdependence (bridge building) and supporting autonomy (self­
directed support) may involve the practitioner working with individuals 
in distress, their family and friends and pivotal members of local 
communities. Change will culminate in an individual who experiences a 
personally meaningful life and is able to make choices and contribute to 
their community in ways that are valued. (BPS, 2008, pp.4).
Hayward et al. (2007) liken socially inclusive practice to the framework of 
community psychology, which aims to work with communities and promote 
individuals self-efficacy, personal development and ability to deal with adverse 
circumstances. The authors suggest that by fostering a community’s personal 
resources, this may enable individuals to be more autonomous and supported as 
opposed to excluded. In relation to combating discrimination, if poor mental health 
is perpetuated by social exclusion and discrimination, it appears that socially 
inclusive practice and working with communities should be at the heart of a clinical 
psychologists practice (Rethink, 2003).
After much lobbying from a number of professionals, including applied 
psychologists, the Social Exclusion Unit produced a seminal report (OPDM, 2004), 
considering what more could be done to decrease the social exclusion of adults with 
mental health difficulties. As such, five key issues were identified with regards to 
why mental health difficulties frequently lead to and exacerbate social exclusion, one 
of which was the issue of discrimination. It was recognised that while there have
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been a myriad of anti-discrimination campaigns, stigma and discrimination remains a 
pervasive issue in society (OPDM, 2004).
Together with the National Social Inclusion Programme (NSIP), the BPS has sought 
to become actively involved in policies, and with other professionals, assisted in 
creating a framework for the assessment and development of Capabilities for 
Inclusive Practice (Care Services Improvement Partnership (CSIP), 2007). 
Underpinned by the Ten Essential Shared Capabilities (Hope, 2004), which was also 
influenced by the BPS, such a framework encourages clinicians, mental health teams 
and organisations to reflect upon inclusive practices.
In accordance with the Society’s aspirations, the Ten Essential Shared Capabilities 
(Hope, 2004) and the Capabilities for Inclusive Practice (CSIP, 2007) has influenced 
the content of teaching on my clinical training, with the philosophy of socially 
inclusive practice being interweaved throughout lectures. As such, I have reflected 
upon how this has influenced my own practice. During individual therapy sessions 
with clients, I have attempted not to position myself as the expert and the client the 
passive recipient, but to facilitate a collaborative relationship. I believe that such 
approach enables choice, and breeds an environment where clients may build self­
esteem and self-efficacy as their opinions are being valued. By considering a client’s 
strengths, goals and aspirations and attempting to use my knowledge of the local 
community, I strive to think about how each individual may contribute to their 
community, in a manner which is meaningful to them. In this way, I believe that 
discrimination is being challenged in a variety of ways. By being considered a 
valued member of the community, a client may begin to challenge negative beliefs 
about themselves. Furthermore, by meaningfully integrating a client within their 
community, the negative associations often linked to mental health may begin to be 
broken down. That is, a client may be viewed beyond their disability and as an 
individual with multiple facets.
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Now the position of clinical psychologists has been considered, in relation to this I 
will now go on to discuss strategies which have aimed to challenge social exclusion.
4. STRATEGIES FOR REDUCING SOCIAL EXCLUSION
In a project funded by the European Union (MHE, 2007), there was an international 
drive to provide evidence and highlight the achievements of existing best practices 
that are helping to challenge the social exclusion of individuals with mental health 
issues. The project highlighted that whilst there appears to have been many 
suggestions for reducing discrimination, the evidence base of what works remains 
underdeveloped. Looking at the common features of good practice in the mental 
health arena, the European Union (MHE, 2007) identified three distinct areas: policy; 
organisational; and initiatives. These are described below.
At the level of policy, it was suggested that achieving good working relationships 
with relevant ministries, national and local authorities was recommended, where 
stakeholders unify in a joint effort to achieve a specific goal. Through strong 
interagency working, it was emphasised that more authority may be given to the 
message attempting to be conveyed (MHE, 2007). On an organisational level, it was 
emphasised that a continued commitment to the medical model by some 
professionals remained a significant obstacle for combating discrimination as it 
limited the possibilities for service users and perhaps oversimplified their difficulties. 
It was suggested that adopting a ‘recovery framework’, influenced by a bio-psycho­
social-economic understanding of an individual’s difficulties would be more useful. 
Within such paradigm, it is anticipated that an individual’s needs may be addressed 
more effectively and choices around care may be created (MHE, 2007). Finally, on 
the level of initiatives, there was a recognition that raising public awareness of 
mental health issues, committing to empowering service users at the levels of design 
and implementation of services and maintaining a positive outlook through 
publicising stories of people’s ‘recovery’ would be strategies to combat 
discrimination. Through such strategies, it was argued that negative stereotypes
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surrounding mental health may be targeted, services specifically tailored to the needs 
of service-users and carers in a community may be created and the expectations 
regarding outcomes for individuals with mental health issues may be addressed 
(MHE, 2007).
Given the position of clinical psychologists being the largest of the applied 
psychology professions (BPS, 2005), it is suggested that our profession is in a 
privileged position to promote social inclusion at a number of levels (Hayward et al 
2007) including those described above. While I acknowledge the importance for 
psychologists to work on all three levels in order to challenge discrimination 
effectively, the issues discussed on the level of initiatives appear to specifically 
explore how clinical psychologists may work with local communities to challenge 
discrimination. With this in mind, Corrigan and O’Shaughnessy (2007) identified 
three approaches within the literature that have aimed to combat discrimination: 
protest; education; and contact.
According to Corrigan and O’ Shaughnessy (2007), protest describes initiatives 
where groups or individuals speak out and challenge inaccurate portrayals of mental 
illness as a means of targeting discrimination that may result from this. The authors 
describe this strategy in the context of the media, who often portray misleading 
images of mental health issues. The authors suggest that to the media, this conveys 
the message to stop communicating such portrayals, and to the public, to cease 
believing inaccurate views about mental health. Considering such strategy, I have 
wondered how I may use my position as a trainee clinical psychologist to challenge 
discrimination. In a recent conference led by Byron (2010), it was argued that by 
making clinical psychology more of a public-facing profession, we may promote 
curiosity amongst the public about mental health, discouraging knee-jerk reactions to 
labelling and encouraging a broader perspective, moving away from the traditional 
medical model. Exploring avenues of how this may be achieved, Byron (2010) 
suggested that through the media, when inaccurate images of mental health are
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noted, writing open letters to newspapers and/or television programmes and holding 
a critical position of such portrayals was may be a useful strategy. I hope to 
introduce such practice into my professional development and indeed, at my 
university a group of us are aiming to begin a ‘media working group’ where issues of 
social exclusion may be discussed and avenues for intervention explored.
With regards to education, such approach attempts to combat stigma by demystifying 
beliefs about mental illness and providing accurate information (Vogel & Wade,
2009). Evidence suggests that the more informed an individual is about mental 
illness, the less likely they are to support discrimination (MHE, 2007). Education 
may be provided through a range of mediums including books, videos, the internet 
and training packages (Pinfold et a l 2005) and delivered in a range of settings. 
Education initiatives targeted towards children and young people are often 
considered most effective as evidence appears to suggest that negative beliefs about 
mental health issues seem to develop during childhood (Pinfold et a l 2005). Whilst 
short educational programmes have been found to facilitate belief and behaviour 
change towards discrimination, it is suggested that these should only be seen as part 
of a larger programme if such change is to be sustainable (Rethink, 2003). 
Furthermore, it has also been suggested that education programmes tailored to 
specific communities as opposed to generic public initiatives are likely to be more 
valuable as they target the specific and unique needs of a community (Knifton et al
2010).
The concept of increasing an individual’s education surrounding mental health issues 
as a means of challenging discrimination appears to be undermined by research 
which indicates that mental health professionals, including clinical psychologists are 
not immune to holding discriminatory beliefs (e.g. Caldwell & Jorm, 2000). Indeed, 
the SEU (OPDM, 2004) highlighted low expectations of practioners as being one of 
the key factors which perpetuates social exclusion, given that it can prevent service- 
users from accessing services. Therefore, it seems that for mental health
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professionals, other mechanisms alternative to a lack of education may be driving 
discriminatory beliefs. Perhaps being over exposed to an extreme part the population 
may offer some explanation (Repper & Perkins, 2003) or perhaps the fact that mental 
health professionals are also human beings that are exposed to the same media 
portrayals of mental health as the general public. Instead of education, I believe that 
careful and considerate use of clinical supervision should be used as a space for 
clinicians to explore issues of discrimination and how their assumptions may be 
influencing their practice.
Contact with members of a discriminated group has been considered to be one of the 
most effective ways to change individuals’ attitudes towards mental health (Sayce, 
2003). Corrigan and O’Shaughnessy (2007) suggest that the effects of contact may 
be understood in terms of familiarity i.e. the more contact people have with 
individuals with mental health issues, the more likely negative attitudes towards such 
individuals may be challenged. Incorporating personal contact with education about 
mental health has appeared to show much promise, particularly amongst school- 
based interventions as it encourages empathy and therefore an orientation towards 
social inclusion (Schachter et al. 2008). However, strategies of contact are not 
without their disadvantages. For example, strategies using contact have often called 
upon celebrities to openly disclose and therefore normalise mental health issues 
(Corrigan & O’Shaughnessy, 2007). However, as Repper and Perkins (2003) also 
suggest, I believe that presenting such success stories via celebrities may pressurise 
those with mental health issues to believe that they must succeed on such a scale, 
which may ostracise them further fi*om society. Whilst acknowledging the courage it 
must take to disclose personal difficulties, I believe that such issue may be addressed 
through fostering an environment which makes it acceptable for members of the 
public to disclose mental health issues and tell their stories of recovery. With the rise 
of books such as ‘Living with voices: 50 Stories of Recovery’ (Romme et al. 2009), 
which depicts the stories of fifty voice-hearers across the world, I believe that such 
environment is beginning to be encouraged.
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Based on what has so far been discussed in terms of relevant policies and strategies 
for reducing discrimination, in order to put such issues in to context, I will now 
discuss a national initiative known as Targeted Mental Health in Schools (TaMHS) 
which is currently being implemented on my current placement in a Tier 3 Child and 
Adolescent Mental Health Service (CAMHS) based in London.
5. A CHILD AND ADOLESCENT MENTAL HEALTH
PERSPECTIVE
After the government reassigned responsibility for its social inclusion initiative to the 
Social Exclusion Task Force (SETF), the SETF (2006, 2008) broadened its agenda 
beyond working aged adults, highlighting issues related to excluded children, young 
people and families. It is suggested that engagement in education and academic 
achievement is one of the key indicators of social inclusion and emotional wellbeing 
later in life (Department for Children, Schools & Families (DCSF), 2008). Despite 
many interventions and strategies, there still exist a substantial number of children 
who fail to progress in our education system which is said to have a profound impact 
on their life choices, mental health and relationships (DCSF, 2008). As such, 
research seems to indicate that school communities are key sites for the education of 
mental health (Pinfold et ah 2005).
5.1 Targeted mental health in schools
In recent years, there have been attempts to reform the mainstream education system 
to enable a greater integration of mental health services in schools (DCSF, 2008). As 
such, schools have been working closely with community CAMHS and other 
agencies to make mental health support more accessible to children through the 
TaMHS programme (DCSF, 2008). The TaMHS programme, funded by the
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Department for Children Schools and Families, is a three-year pathfinder which 
began in 2008, aimed at improving the mental health and well-being of children aged 
5 - 1 3  through innovative models of mental health support in, and close to, schools. 
The model proposes an integration of relevant partners across schools, primary care 
trusts, the voluntary sector and CAMHS whose role are to support children and 
young people at risk of experiencing mental health difficulties. It is anticipated that 
the project will always strive to ensure that a child’s mental health needs are 
addressed at the lowest possible level and only then will more specialist services be 
considered (DCSF, 2008).
One of the clinical psychologists within the team which I am currently placed in 
forms part of the local TaMHS steering group. The steering group consists of a 
multidisciplinary team panel of members (also comprising school staff, the CAMHS 
manager and the lead for social exclusion in schools) who meet monthly to discuss 
and oversee the programme. Through discussions with the clinical psychologist in 
my team, they regarded their position within the group as an opportunity to bring 
socially inclusive practice and recovery to the forefront of service provision, 
disseminating the message to other team members (G. Bell, personal communication, 
5^  ^January 2011).
However, the role of the psychologist extends beyond this, particularly in relation to 
the interventions offered by the programme. Within TaMHS, a whole school 
approach is advocated, targeting not just the vulnerable child but the wider system 
that forms part of their community (DCSF, 2008). As such, three levels of 
intervention have been implemented; educating staff on topics such as attachment 
issues, mental health issues in adolescents and aggressive behaviour; providing 
weekly consultation; and providing therapeutic interventions on both an individual 
level and through group work to both pupils and parents. Reflecting upon the role of 
the clinical psychologist within this initiative, I believe that it demonstrates how such
Professional Issues Essay Academic Dossier
45
a profession can be flexible, adaptable and have the ability to move between 
leadership, managerial and clinical roles.
It appears to me that the TaMHS programme is firmly embedded in socially inclusive 
practice and recovery as it is dedicated to enabling children to maintain social contact 
within their communities whilst managing their difficulties. Furthermore, by making 
emotional wellbeing and mental health part of the daily language within schools, it is 
hoped that discrimination is challenged by demystifying beliefs around mental health 
issues and by improving help seeking behaviour through facilitating an environment 
where emotional issues may be disclosed and understood (G. Bell, personal 
communication, 5* January 2011).
5.2 TaMHS outcome
In an interim review of the TaMHS initiative (V, Brotherton & K. Lovering, personal 
communication, January 2010) which presented the views of participants within the 
project at all levels (e.g. CAMHS, school workers and parents), various issues were 
raised. The overall feeling was that the initiative had made a positive impact on the 
children, families and schools who participated. There was acknowledgement that 
the profile of mental health issues in schools had been raised, there was improved 
staff knowledge and confidence in dealing with mental health issues and the 
relationships between schools and CAMHS had strengthened. This seems hopeful as 
ultimately children are our future generation who have the power to perpetuate or 
eliminate discrimination against individuals with mental health issues. However, the 
initiative has not been without obstacles. Those specifically relating to how the 
initiative worked to challenge discrimination will be discussed.
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Clinicians working in schools under the TaMHS umbrella appeared to think that the 
term ‘mental health’ was a key aspect of their title as their role was to bring the 
expertise of mental health professionals to the school community. However, some of 
the school workers did not feel comfortable using this term when interacting with 
pupils and parents due to the negative connotations associated with it. Despite active 
participation from some families in the parenting groups, the school workers 
acknowledged that the negative associations linked to the term ‘mental health’ 
remained significant, particularly amongst black, minority and ethnic groups (BME). 
As such, parents would often be unwilling to access a service that had such a label 
attached to it. Attempting to ameliorate this, a number of schools reported that they 
would often use the term emotional health and wellbeing as opposed to mental health 
when describing to parents the services that TaMHS provided (V, Brotherton & K. 
Lovering, personal communication, January 2010).
I believe the difficulty in achieving a shared language between the services presents a 
significant dilemma. If one of the aims of TaMHS was to reduce discrimination 
around the term ‘mental health’ and members of the programme were themselves 
shying away from using such a term, then surely this would go against raising 
awareness of mental health issues which can so often be misunderstood. In hindsight 
considering what could have been done differently, perhaps this dilemma may have 
been mediated by holding reflective groups with relevant team members at the 
beginning of the programme so that the similarities and differences amongst the 
agencies could be discussed and within that, differences in use of language could be 
explored.
Drawing upon my experience as a trainee clinical psychologist, with respect to the 
difficulties surrounding engaging BME families, I have also wondered what could be 
done differently within the programme. I believe that perhaps the initiative could 
have done more to address the diverse cultural understandings of mental health 
within BME communities, who may have varying explanatory models and who
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potentially have experienced multiple levels of discrimination (Knifton et ah 2010). 
One way of increasing engagement with the school community amongst BME 
families could perhaps be to set up a focus group with individuals ft"om BME 
communities whereby issues relating to language, process and content of the TaMHS 
initiative could be discussed. Asking BME communities to define their own mental 
health needs rather than these being externally imposed (as was being done by the 
programme) may be a small step towards integration and engagement. Indeed, as 
part of a socially inclusive strategy, engaging those individuals who potentially may 
access the services is recommended at the level of planning and implementation 
(Stickley, 2005).
On a positive note, the interim review (V, Brotherton & K. Lovering, personal 
communication, January 2010) highlighted that schools had become more 
preventative in their style of working. In discussing such an outcome with the 
clinical psychologist (G. Bell, personal communication, 5^  ^January 2011), it was felt 
that perhaps this may have been facilitated through reflective discussions driven by 
conversations between CAMHS and school workers surrounding emotional, 
developmental and contextual features of children considered to be at risk. It was 
noted that the way in which the education staff spoke about the children began to 
evolve and instead of labelling a child as 'difficult' and in need of direct mental 
health input, the schools were now calling upon their own resources and exploring 
whether a child could be worked with within their school community. I believe that 
this demonstrates a positive step towards challenging discrimination as it highlights 
how members of the community e.g. school staff, were moving away from using 
labels which could lead to exclusion and endorsing more of an inclusive approach, 
considering how the community may first pull together to meet the needs of a child.
Despite such positive development, it must be noted that the integration of a number 
of professionals, creating a new set of powerful relationships was often met with 
frustration. Emphasising the need for a child's difficulties to be managed firstly
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within the school community had led to an increase in work for teachers (G. Bell, 
personal communication, 26* January 2009). As such, there had been some 
recognition that for some teachers, stress levels had increased which I believe could 
lead to disheartened professionals and ultimately staff burnout, adversely impacting 
upon the initiative. While this has no easy or short-term solution, in the long term, I 
believe that socially inclusive practice needs to be endorsed by a number of 
professions. Indeed, if interagency work is considered best practice to challenging 
discrimination (MHE, 2007), there appears to be a need to develop a shared language 
which should begin at the level of training. It is important that this shared language 
extends across professions and between agencies. However, this would also require 
a financial commitment from the government to provide funding for interagency 
working to occur which may not currently be a realistic expectation in the context of 
the current savings required in the NHS. As Hayward et al. (2007) highlights, 
shortfalls in posts are likely to create pressures to work more directly with clients.
Unfortunately, the reality is that the funding for TaMHS programme is due to end in 
July this year (DCSF, 2008). Whilst I hope that the programme will result in lasting 
improvement, the likelihood is the situation will revert to previous practices, 
particularly as new professionals come in to the schools. This would then perpetuate 
the cycle of exclusion. As stated previously, education programmes should be 
viewed as part of a larger programme of change (Rethink, 2003) and given the 
underdeveloped evidence base surrounding anti-discrimination initiatives, it is 
imperative that such programme is evaluated in order to provide evidence of best 
practice which can be disseminated. A thorough evaluation of initiatives such as this 
would work towards positioning socially inclusive practice at the heart of service 
provision and government funding, as opposed to something that clinical 
psychologists could do if they had sufficient resources (Berry et al. 2010).
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6. CONCLUSION
This essay has attempted to explore how clinical psychologists may work with local 
communities to challenge the discrimination that leads to social exclusion. A 
consideration of how one defines discrimination and social exclusion should be the 
starting point for considering how clinical psychologists may work with local 
communities. It appears important for clinical psychologists to centre their practice 
on a collectivist understanding of social exclusion, putting an individual’s context 
and community at the forefront. Working beyond the context of the therapy room 
and developing an understanding of an individual’s context through the lens of 
socially inclusive practice seems imperative. By moving away from a deficit-based 
approach towards recovery orientated practice, individuals with mental health 
difficulties may be integrated within their communities in a meaningful way. As 
such, discrimination may be challenged as service-users may be viewed beyond their 
disability and as people with multiple qualities. A variety of approaches to 
challenging discrimination have been highlighted in the literature including 
education, contact and protest. I have attempted to reflect upon the utility of such 
approaches from the perspective of a clinical psychologist working within the NHS. 
By exploring the TaMHS programme, I hoped to highlight some of the obstacles 
anti-discrimination campaigns may face. While such obstacles may have been 
context specific, it is likely that the current financial climate within the NHS will 
pose organisational barriers to services attempting to work with communities to 
reduce discrimination. As such, it remains important for clinical psychologists to 
continue lobbying, influencing policies and to develop the evidence base for anti- 
discrimination campaigns if socially inclusive practice is to remain a fimdamental 
part of service provision.
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1. INTRODUCTION
This is a reflective account of a problem based learning (PEL) exercise. Throughout 
the course of the exercise I kept a reflective diary of my thoughts and feelings from 
both a personal and professional perspective. I have used this diary to construct the 
following account, drawing out themes for discussion. I will begin by giving a brief 
overview of the PEL exercise followed by my reflections of the group process. I will 
conclude by discussing the learning outcomes I have gained from the process, 
focusing on the learning needs I hope to address.
2. THE PEL TASK
The first year clinical psychology trainees were split in to four ‘Personal and 
Professional Discussion Groups’ (PPLDG) groups comprising of eight trainees. We 
were instructed that over the course of six meetings it would be each group’s task to 
construct a presentation lasting 20 minutes based on the topic ‘the relationship to 
change’. Through group discussions and independent research we decided to focus 
on ‘resistance to change’ within a therapeutic context. During the first half of the 
presentation we discussed theoretical models of resistance to change reflecting upon 
psychodynamic (e.g. Buckley, 1996) and cognitive perspectives (e.g. Leahy, 2003). 
During the final half we discussed how a therapist may manage resistance within 
therapy and gave a brief overview of motivational interviewing (Miller & Rollnick, 
1991).
I will now discuss some of the personal and professional themes that emerged fi'om 
reflecting upon the group process.
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3. GROUP PROCESS
3.1 Anxiety
After being introduced to the group exercise by our supervisor and the theme 
‘relationship to change’ we were asked to narrow down this topic by brainstorming 
themes. Upon commencing the group I became aware of everybody’s apparent 
reluctance to speak. My silence was driven by a fear of my idea being publicly 
ridiculed. Thinking about my professional development, what implications could 
this anxiety have on my career and ability to innovate services as applied 
psychologists are becoming increasingly expected to do (British Psychological 
Society, 2007)? Therefore, it was becoming apparent to me that there was a need to 
develop my confidence in public speaking.
When the theme ‘relationship to change’ was introduced, I began thinking about the 
current life changes I was experiencing, that is, commencing the clinical psychology 
course and moving in with my partner. I began thinking about my resistance to 
change, which encapsulates my fear of the unknown and fear of failing. I was 
beginning a new chapter both personally and professionally and that feeling of ‘not 
knowing’ how things would unfold was disconcerting. I wonder if service users 
would be reluctant to change due to fearing the ‘unknown’ and having to surrender 
familiar patterns of being. As Young and Klosko (1994) suggest, negative patterns 
of behaviour come from entrenched schemas that individuals hold about themselves 
the world and others. Such patterns of behaviour allow predictability, certainty and 
therefore security in most situations. Hence, by challenging these beliefs in therapy 
one is potentially removing an individual’s security, which may manifest in 
resistance to change. Since completing the PBL task, I have implemented some of 
the concepts I learned from motivational interviewing (Miller & Rollnick, 1991) in 
managing resistance in therapy and believe this has enhanced the therapeutic alliance 
I share with some of the individuals I work with.
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At the beginning of every group we decided that on a voluntary basis a chair and a 
scribe would be allocated. I was the last to become chair throughout the six 
meetings, as it was a role I was avoiding. I was frightened of enforcing boundaries, 
which manifested from a fear of causing conflict and being disliked. On the other 
hand, I would volunteer to take the role of scribe, perhaps because I saw this role as 
being the individual who gets their head down and passively scribbles notes.
Reflecting upon my anxieties leads me to think about my position within a 
multidisciplinary team (MDT). Since completing the PBL task I have made a 
conscious effort to monitor my input within MDT meetings and regularly request 
feedback from my supervisor. Being able to speak confidently in MDT meetings is 
something I wish to develop and recognise that I may use the PPLDG groups as a 
safe environment to experiment with being vocal.
3.2 Indifference
At the end of the first group, our supervisor asked us if there was a topic that 
anybody was interested in. Again the group remained silent and appeared 
indifferent. However, in hindsight I was interested in the topic ‘resistance to 
change’, but was unable to assert my desire. What initially was experienced as 
indifference was concealing my anxieties. I feared that I would disappoint the group 
by having an opposing opinion to my peers. My inclination to ‘people please’ is 
something that I am aware of doing in my private life. I wonder how my desire to 
people please affects my professional life. On occasions I sometimes over run 
during therapy sessions as I feel like by stopping people talking I will cause offence 
which may lead to rejection of the therapy.
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3.3 Impatience
My impatience with the pace of the group was a significant feeling throughout the 
groups. I perceived that discussions often veered off topic and I became concerned 
about completing the task. I acknowledge that I used to get progressively angrier and 
believe I was waiting for somebody to take responsibility for moving the 
conversation forward. At the time I perceived that it was the chair’s responsibility to 
be mindful of the time. However, I believe I was avoiding taking some 
responsibility for time keeping, as I did not want to be seen as pushy.
I wonder how my impatience might feature in my clinical work. There is a 
possibility of becoming impatient with a service user who is not changing at the pace 
I anticipate or even if the therapy does not appear to be working. I acknowledge that 
service users are diverse and vary in the extent to which they are able to articulate 
their thoughts and feelings. Therefore, it is important to be aware of the feelings that 
arise from the therapeutic relationship and to maintain an empathie understanding of 
a service user’s experience. Indeed, Rogers (1957) suggests that maintaining an 
empathie understanding for an individual is one of the factors that facilitate 
therapeutic change.
I also question how my impatience may feature in my career as a clinical 
psychologist in terms of leadership. I recognise that the process of innovating 
change within clinical services is often slow due to a number of reasons therefore, it 
is important to be mindful about my expectations regarding change.
Being aware of my beliefs and how they might impact upon the therapeutic 
relationship highlights the importance of the role of reflective practioner (e.g. Ruth- 
Sahd, 2003). I have come to appreciate supervision as a space to explore how my 
beliefs may impact upon my clinical practice and believe that this not only facilitates
Problem Based Learning Reflective Account I Academic Dossier
57
my professional development but is an ethical obligation. Furthermore, through 
completing the PBL task I have developed an appreciation of the models that 
conceptualise resistance to change within therapy and have been able to implement 
these during useful discussions throughout supervision.
3.4 Inferiority
After the first group we were asked to develop our ideas between sessions and 
present material that we were interested in. I was nervous about presenting for fear 
of being negatively judged. My nerves were also fuelled by a sense of inferiority to 
my peers. I came ready to rubbish my ideas; I was arming myself to receive 
criticism. The group’s response disconfirmed my beliefs. The group appeared to 
enjoy the material I presented and were not only interested in the topic ‘resistance to 
change’, but were attracted to the way in which I suggested the material could be 
presented. This boosted my confidence and gave me evidence to counter my 
negative thoughts. Such scenario reminds me of the cognitive behavioural work I 
have done with service users in helping them to challenge negative thoughts. With 
reference to cognitive behavioural therapy for depression, Gilbert (2000) suggests 
that there is a tendency to focus on information that confirms negative thoughts and 
to ignore information that could create a more balanced perspective. It is the 
therapist’s role to facilitate the process of gathering evidence to promote this 
balanced perspective.
My feeling of inferiority leads me again to think about my position within MDT 
meetings. Since completing the PBL exercise, I have pursued professional 
opportunities, which have allowed me to develop my confidence in expressing my 
opinion within professional settings challenge. For example, I have helped deliver 
depression training to a team of mental health professionals and I have nominated 
myself to attend cross year meetings.
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3.5 Collaboration
As a group I felt that we worked collaboratively, having group discussions, setting 
homework assignments, brainstorming ideas and allocating evenly spread roles for 
the presentation. As the meetings progressed, the group became more talkative 
which I believe reflects members getting to know each other. After our final PBL 
meeting, we were ready to present in front of our cohort. Giving presentations will 
be an integral part of my role as a clinical psychologist therefore I appreciated 
learning the value of presenting within this safe setting.
In the group, everyone brought their unique ideas and we produced a presentation 
encompassing dimensions that would not have been possible if done individually. 
Although group members did not always agree, in time we were able to work 
through differences and achieve a common goal. I learned from my colleagues that it 
is possible to express differences of opinion without feeling personally criticised. I 
also believe this reflects the value of working within an MDT and being able to draw 
upon diverse professional perspectives to formulate a more holistic view of the 
service user.
Throughout the group process I recognised the presence of various learning styles. 
For example, some members, including myself, chose to take notes during groups 
whereas others were more vocal, asking for certain points to be clarified. This 
highlights the significance of group work as a space to develop one’s own self- 
awareness and learning through the process of interacting with group members 
(Yalom & Leszcz. 2005).
The overall group approach that we adopted reminds me of my current clinical 
practice and the importance of working collaboratively. Collaboration facilitates 
service users to become active participants in their care and by having a shared
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understanding of their problem they may be empowered to reach their goals (Wright 
et al. 2002).
4. LEARNING OUTCOMES AND NEEDS
I appreciate the value of completing the PBL task and working within a group 
setting. The group process has allowed me to reflect upon my personal anxieties, 
clinical practice, issues of difference and diversity, group dynamics and specific 
learning needs that I wish to address.
The group process has highlighted the importance of receiving supervision. Within 
supervision, I am able to explore how certain beliefs may impact upon my clinical 
practice and to explore my position within an MDT.
Although the PBL task has allowed me to recognise certain learning needs, it has 
also made me aware of my strengths. Once I identified my anxieties, my confidence 
within the group developed and I recognised that I could participate in discussions, 
giving opinions that were valued. I also acknowledge that I have the ability to 
present and articulate myself clearly in front of a group of colleagues, despite my 
nerves. On a practical level, if we had to do the PBL task again I do not think I 
would necessarily change our approach, as I believe it effectively accomplished our 
goal. However, I would attempt to be more explicitly reflective throughout the group 
process as this is something I believe was lacking.
Discussing my anxieties has motivated me to address specific issues and create 
experiences to develop my personal and professional competencies. What I have 
learned carries meaningful implications regarding my career development and I
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embrace the fact that within clinical training there are opportunities to develop 
aspects of myself.
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1. INTRODUCTION
This is a reflective account of a problem based learning (PBL) exercise carried out 
within our Personal and Professional Learning and Discussion Groups (PPLDGs). I 
will begin by giving a brief overview of the PBL task followed by my reflections of 
the group process. I will draw out themes for discussion, relating these to my clinical 
practice.
2. THE TASK
The PBL task was entitled “Child Protection, Domestic Violence, Parenting, 
Attachment and Learning Disabilities”. We were given a vignette, genogram and 
professional network ecomap outlining some background information of the 
fictitious ‘Staines’ family. In brief, we were informed that Mrs Staines had mild 
learning disabilities, while Mr Staines had attended a school for children with special 
educational needs. There had been a history of domestic violence between Mr and 
Mrs Staines which had been witnessed by their two children, Sally and Sarah. We 
were informed that the Staines’ lived in “deep poverty” which created concern 
amongst Social Services. However, Mr Staines’ parents were described as being 
greatly supportive, offering practical support. We were briefed that the Staines’ 
support worker had not been trained to work with learning disabilities and that “the 
family had been offered everything” but it had made no difference to the care of their 
children.
We were notified that our task was to help the Court conduct a full risk assessment 
and develop a rehabilitation plan for Sally and Sarah Staines, who were on the child 
protection register for emotional abuse and neglect. While the Local Authority 
wished to place the children for adoption, Mr and Mrs Staines wanted the children in 
their care.
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How each PPLDG group chose to present their information was their decision but we 
were encouraged to be creative. We were allocated six meetings to complete our 
presentation.
3. GROUP PROCESS
3.1 Decision making
I recall our initial attitude to the task as being one of resistance. I remember 
comments being made including “we need to make this as bearable as we can” and 
“let’s just get this done”. As such, we appeared to launch straight in to the task at 
hand, establishing the structure for each group. We agreed that every meeting we 
would allocate a chair and scribe, and that we would designate individual tasks for us 
each to do in-between sessions. At the time it felt as if we immediately began talking 
about how we would perform our presentation, as opposed to breaking down the 
vignette and focusing on understanding the case. We reflected upon our perceived 
success of our previous PBL presentation and it appeared important for us to be 
humorous and “entertain the audience”. Without much consideration, we decided 
that we would do the presentation in the style of a talk show. We suggested that the 
Staines family could be the guests on the show, and through the questioning of the 
presenter we could explore the case in more detail.
During the second meeting, one group member expressed their upset about the talk 
show format of the presentation. She suggested that such format could be perceived 
as insensitive by audience members, and that our need to be humorous could 
overshadow the complexity and sensitive nature of the case. It was at this point that 
we realised how quick we had been to get on with the task rather than considering 
what it would be like to be the recipient of our presentation. Moreover, our response 
may have been a defensive reaction against the painful reality of the Staines family 
which reflected our difficulty in thinking about a situation where there seemed to be 
no solution.
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Reflecting upon the initial two meetings has led me to think about the group process 
and the power in-group pressures may have on decision making. In a discussion 
surrounding the phenomenon known as ‘groupthink’, Lunenburg (2010) suggested 
that poor group decision making may occur in highly cohesive groups whose desire 
for consensus may drive a group away from the reality of a situation, becoming less 
focused on problem solving. I believe that perhaps I wanted to ensure the harmony 
of the group and got swept away in a hasty decision making process. The discomfort 
felt by one of the group members brought a change in direction to our decision 
making. This has made me think about the benefits of multidisciplinary team (MDT) 
working within an NHS setting as an individual’s care pathway and ethical dilemmas 
can be effectively discussed through the diversity of opinion. As such, I believe 
through supervision it is important to develop myself as a contributor and an 
individual open to opinions within MDT meetings.
As a compromise between presenting the information sensitively whilst keeping the 
audience engaged, we decided that we would conduct our presentation in the form of 
a ‘Panorama’ documentary. Using the professional network ecomap, we decided that 
we would each act out a specific role and in this way tell the story of the Staines 
family and deconstruct the task. The roles which we allocated for the presentation 
included Mr and Mrs Staines, social worker, grandfather, clinical psychologist, court 
reporter, the presenter and the narrator. Whilst role-playing, we decided a power- 
point presentation would run in the background which further illustrated the points 
being made by each actor. We thought that the mixture of both visual and audio 
presentation would allow the various learning styles of the audience to be met.
I believe the group’s redirection surrounding the format of the presentation was 
approached sensitively, appearing conscious of ensuring that everybody’s opinion 
was heard. During subsequent meetings we discussed the research we had done for 
each of our roles in more detail. While it is not possible to discuss the complete 
contents of the group’s presentation here due to the brevity and focus of this account, 
some of the topics raised have allowed me to consider various professional issues. Of
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particular interest to me have been those surrounding interagency working and how 
preconceptions of service-userS may impact upon care pathways.
Upon reviewing the case of the Staines’, the importance of interagency working and 
clear communication between professionals was highlighted, particularly when 
negotiating issues of child protection and attempting to keep a family’s best interests 
in mind. Group discussions also seemed to highlight how interagency working may 
be strained by differing attitudes, agendas and competencies of professionals. 
Research suggests that clinicians who have low expectations of service-users can 
lead to poor decision making surrounding care (Repper & Perkins, 2003). Such 
decision making can have extreme implications within a social care context. For the 
Staines family, clinician’s low expectations of their parental ability could potentially 
result in the removal of their children. Similarly, a lack of professional training can 
influence and in some cases inhibit sound decision making processes (Tarleton et al. 
2006).
I believe this allowed me to review my practice surrounding how efficiently I liaise 
with relevant agencies when thinking about a service-users care. In a recent child 
protection case, I was mindful of making sure my notes were detailed and that I 
maintained an open channel of communication with other agencies involved. This 
allowed me to gather a comprehensive picture of the family concerned. I have also 
reviewed my use of supervision as a space to explore how both my training needs 
and preconceptions can impact upon my decision making surrounding an 
individual’s care.
3.2 Leadership
Despite allocating a chair for every meeting, the group began to notice that the only 
male within our group had appeared to have fallen into the role of ‘group leader’. 
This was highlighted during session four when he had become explicitly frustrated as 
three people had not given him their completed slides for the presentation which he 
was attempting to compile. I recall him stating, “Why should I care if no one else
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does?” The group began to realise that for every meeting, he had somehow become 
responsible for printing out the group minutes from previous meetings, booking 
rooms for our sessions and frequently leading discussions despite the existence o f a 
chair.
I remember feeling uncomfortable during this group. This had been the first time 
anyone had become visibly frustrated with the group. I believe that my discomfort 
manifested from my intolerance of witnessing another group member feeling angry 
and my fantasy that this would lead to the disintegration of the group. Interestingly, 
that same week I had observed a difficult MDT meeting whereby the same feelings 
and fantasies emerged. I discussed my feelings in supervision after the meeting, 
attempting to make sense of my experience. I believe that such discussions have 
been useful in allowing me to reframe how I perceive conflict within a professional 
setting, appreciating that team disagreements can often lead to constructive problem 
solving. I hope to incorporate this notion into my professional development, 
considering how I conduct myself within MDT meetings, and valuing both 
differences and similarities in opinion. Indeed, within the PBL group, we were given 
the opportunity to re-address the balance of responsibility and decided to be more 
mindful about the spread of work.
I have considered how an individual within the group had fallen into the role of 
‘team leader’. In a review of models of leadership, Ayman and Korabik (2010) 
suggest that gender plays a significant role in how leaders are perceived, with men 
being more likely to assume the role of leader due to gender stereotypes. Research 
also suggests that along with gender, characteristics such as masculinity, dominance 
and assertiveness are also common traits emergent in leaders (Ayman & Korabik, 
2010). The male in our group always appeared to be a reliable, organised and 
outspoken member, which would be in line with such traits. Moreover, perhaps as a 
group, we were looking for a leader. Based on my previous learning experiences, I 
have been used to being led either by teachers or supervisors. Therefore, perhaps a 
combination of how he perceived himself, as well as how we perceived him, 
contributed to his position of leader.
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Developing the skill of leadership is something that I wish to address as a learning 
need throughout my training. Through the PBL task, I can appreciate how I may fall 
into being led, as opposed to leading. Leadership is considered to be one of the key 
skills of clinical psychologists (British Psychological Society, 2007) and I aim to 
develop such skill within future PPLDG meetings.
3.3 Reflection
When finalising our power-point presentation, we realised that we had omitted 
putting in any reflections surrounding the group process. This seemed to mirror what 
had happened during our first PBL task. During our final meeting, we all appeared 
reluctant to dedicate time to discussing issues of group process instead being more 
concerned about memorizing our scripts. The result of this was that we designated 
one member responsible for creating a ‘group reflections’ slide on our presentation, 
agreeing that we would each email her our own reflections.
During a PPLDG meeting subsequent to completing the PBL task, we explored the 
issue of reflection. We discussed how reflection forms part of the learning cycle 
(Kolb, 1984) as it enriches concrete experience in a meaningful way which may then 
be transformed into action and new ways of being. Through our use of humour, it 
appeared that we tended to disregard uncomfortable feelings raised either by the 
group process or through discussion of the case, rather than recognising them as 
valid experiences. By disregarding our uncomfortable feelings, we were potentially 
missing new opportunities for learning, therefore preventing us from completing the 
learning cycle. I have considered how this may impact upon my professional 
practice in the future. According to Heimann (1950), a therapist’s emotional 
response to a client (i.e. counter-transference) represents an important tool as it may 
offer insight into their unique experience. In supervision, I have attempted to make a 
conscious effort to recognise feelings raised within the therapeutic relationship in an 
attempt to understand and therefore work with a client more effectively.
Problem Based Learning Reflective Account II Academic Dossier
69
3.4 Learning Styles
Upon completing the PBL task, I have considered the different learning styles of the 
group members and how this may have shaped our final presentation. Throughout 
our meetings, whilst a number of individuals preferred to talk through their ideas, I 
preferred to represent mine visually using a concept map. Furthermore, while some 
individuals preferred to be more engaged in the ‘behind the scenes’ work (e.g. 
collecting slides, arranging rooms), others, including myself, preferred to be more 
active in the role play. During one of our PPLDG meetings whereby we discussed 
how we had impacted upon each other’s learning, group members suggested that I 
had brought “warmth” and “containment” to the group which allowed some 
individuals to talk more openly. The member who had disagreed with the original 
presentation format stated that she had felt more confident offering her opinion 
knowing that individuals such as myself would be welcoming to her opinion. 
Indeed, this is a strength and skill which I wish to continue developing when working 
with clients.
Overall, I felt that as a group we worked collaboratively and with the diversity of 
everybody’s unique ideas, personalities and learning styles. We produced a 
presentation encompassing dimensions that would have been impossible if done 
individually.
4. CONCLUSION
Overall, I have appreciated the value of completing the PBL task. By reflecting upon 
the group process, I have highlighted personal and professional issues in relation to 
the value of reflection, leadership, gender issues and working within the NHS.
While the PBL task has highlighted learning needs which I hope to address, it has 
also made me aware of the group’s as well as my own individual strengths. On an 
individual level, the group made me appreciate my interpersonal skills which I take 
for granted and the impact this may have on others. On a group level, I believe that
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we managed disagreements in a sensitive manner and were able to accomplish our 
goal in a way that we were all proud of. Through writing this account, I hope to 
retain the lessons I have learnt, and integrate them into my future practice.
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Word Count: 107
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This is a reflective account of my experience of being a member in a Personal and 
Professional Learning Discussion Group (PPLDG) during my first year of clinical 
psychology training. The purpose of such groups is to encourage reflection on 
clinical practice with an emphasis on theory-practice linking. Facilitated by a female 
member of the programme team, my group consisted of eight trainees, seven females 
and one male, meeting on a fortnightly basis for one and a half hours. Drawing upon 
relevant literature, in the following account I discuss my experience of the group 
process, focusing on what I have learned on both a personal and professional level.
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PERSONAL AND PROFESSIONAL LEARNING 
DISCUSSION GROUP PROCESS ACCOUNT II:
SUMMARY
Word Count: 167
July 2011
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This is a reflective account of my experience of being a member in a Personal and 
Professional Learning Discussion Group (PPLDG) during my second year of clinical 
psychology training. Such group has been running since my first year of training, 
consisting of the same eight clinical psychology trainees (seven female and one 
male). However this year, we were joined by a different facilitator who was a male 
member of the programme team. As in the first year, the broad objective of the 
PPLDG was to use the space to encourage reflection on clinical practice with a focus 
on theory-practice linking. Drawing upon relevant literature, in the following 
account I discuss my experience of the group process, focusing on what I have 
learned on both a personal and professional level. I also aim to discuss my 
development since my first year of training within the context of the PPLDG 
experience.
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CLINICAL DOSSIER
The clinical dossier begins with a summary of the experiences gained across the 
clinical placements (detailed placement contracts, log books of clinical activity, 
placement evaluations and feedback forms are included in Volume II of this 
portfolio).
Summaries of five clinical case reports are then presented in order to demonstrate 
some of the clinical work conducted on placement. These reports represent a variety 
of presenting difficulties and include formulation and intervention using a number of 
therapeutic models. A neuropsychological assessment is also presented. These 
reports are included in full in Volume II.
All case material in this dossier has been anonymised. All names are fictitious and 
identifying personal details have been changed to preserve the individuals’ 
anonymity. This was checked by my Clinical Supervisors. All the individuals 
provided written consent for their information to be used in this way.
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OVERVIEW OF CLINICAL PLACEMENTS 
2009-2012
RICHMOND COMMUNITY MENTAL HEALTH TEAM (OCT ’09 - SEPT 
’10)
The Community Mental Health Team offered specialist, community-focused, mental 
health and social care services to adults aged eighteen to seventy five years old. I 
was responsible for carrying out psychological assessments (including 
neuropsychological testing) and delivering individual therapy to adults from a 
diverse range of backgrounds, who presented with a variety of complex mental 
health issues including depression, anxiety and chronic enduring psychotic illnesses. 
In terms of group therapy, I assisted in the setting up and facilitation of a Bipolar 
Group and co-facilitated the 'Hearing Voices Group' which formed part of the local 
Hearing Voices Network. I also delivered training on depression and anxiety to 
fellow professionals and offered consultation to a fellow colleague within the 
Recovery Team surrounding the implementation of a focused piece of individual 
psychological work.
RICHMOND EARLY INTERVENTION SERVICE (OCT ’09 - SEPT ’10)
The Early Intervention Service offered services for young people aged between 
fourteen and thirty five who were either in the early stages of psychosis or who were 
having difficulties that may be suggestive of an emerging psychosis. I carried out a 
range of psychological assessments (including neuropsychology assessment) and 
delivered individual therapy to individuals from a diverse range of backgrounds, who 
presented with a variety of mental health issues e.g. generalised anxiety disorder, 
bipolar, schizophrenia, depression and low self-esteem. During this placement, I was 
able to inform service development through completing a service evaluation of a 
pilot workshop for family and friends of service-users surrounding first episode 
psychosis.
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MERTON CHILD AND ADOLESCENT MENTAL HEALTH SERVICE 
(NOV ’10 - APR ’10)
This service was responsible for supporting children and adolescents up to the age of 
eighteen with a range of emotional, behavioural and mental health difficulties. I 
carried out a number of psychological assessments (including neuropsychological 
testing and observations) and delivered individual therapy to individuals who 
presented with a variety of developmental (e.g. Autistic Spectrum Disorder (ASD) 
and Attention Deficit Hyperactivity Disorder), mental health (e.g. obsessive 
compulsive disorder, depression and anxiety) and complex systemic issues. This 
necessitated liaison with a variety of professionals within the child or adolescents 
network including school teachers and other local services. I also carried out family 
work and delivered training on child development and parenting to NHS 
professionals and foster carers within the locality. During this placement, I was able 
to provide consultation regarding the service evaluation of a local project focusing on 
the reduction of sexual harm in children and adolescents.
CROYDON JOINT COMMUNITY LEARNING DISABILITY TEAM (MAY 
’11 - OCT ’11)
Comprising of social service and health professionals, this service was responsible 
for supporting adults with a learning disability and their carers. During this 
placement I conducted various psychological assessments (including 
neuropsychological testing and observations) and provided interventions for a variety 
of different issues including challenging behaviour, dementia, ASD, mental health 
problems and risk. This necessitated liaison with a variety of professionals within 
the individuals’ network including family members and care home staff. I also co­
facilitated a challenging behaviour consultation clinic for carers in the locality. In 
terms of training, I delivered teaching to the psychology team on enhancing service- 
user and carer involvement within the service.
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OLDER PEOPLE’S MENTAL HEALTH SERVICES, LITTLEHAMPTON 
(NOV’11-A PR ’11)
This service was responsible for providing a range of services for older people aged 
sixty five and above with a range of mental health needs. Here, I was an active 
member of the multidisciplinary community team as well as the inpatient service 
within the trust. I was responsible for carrying out psychological assessments 
(including neuropsychological testing) and delivering interventions to older adults 
from a diverse range of backgrounds, who presented with a variety of issues 
including dementia, depression and anxiety. In the community, I co-facilitated a 
memory group for individuals with mild cognitive impairment. I also provided 
consultation surrounding the service evaluation of a number of therapeutic groups 
within the service. Furthermore, I was involved in a clinical governance initiative 
surrounding enhancing clinical practice in dementia care. This involved constructing 
teaching surrounding the NICE guidelines and the use of pharmacological and non- 
pharmacological interventions in dementia care, which was to be delivered to various 
professionals within the trust.
BROADMOOR HOSPITAL, WEST LONDON MENTAL HEALTH TRUST 
(APR ’11 -  SEPT ‘12)
Broadmoor Hospital is a specialist high security forensic service which is responsible 
for providing the assessment, treatment and care of adult men. Here, I was 
responsible for carrying out psychological assessments and delivering interventions 
to individuals from a diverse range of backgrounds, presenting with a variety of 
forensic and complex mental health issues (e.g. personality disorder, trauma, 
substance misuse, anxiety and affective disorders). My responsibilities also included 
undertaking risk assessments and informing risk management as well as contributing 
to individuals’ Care Programme Approach. I was also an active member of the 
START Project which focused on developing recovery orientated initiatives within 
the hospital to enhance practice.
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ADULT MENTAL HEALTH CASE REPORT I:
SUMMARY
Cognitive behavioural therapy with a woman presenting
with panic disorder
Word Count: 228
February 2010
Year 1
Identifying details have been changed in this report to ensure anonymity and 
confidentiality and all names used in this case study are fictitious. The client has 
given her consent for her case to be used for this report.
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This case report describes the cognitive behavioural assessment and intervention of 
Mrs Joanna Lee, a woman in her late fifties who had been experiencing panic attacks 
since 2007. Joanna was referred to the Community Mental Health Team for 
psychology input in July 2009 after her symptoms of anxiety were becoming 
increasingly problematic. The psychology assessment took place over a period of 
four sessions. Joanna presented with a number of physical symptoms related to her 
anxiety including heart palpitations and difficulty breathing. Joanna associated these 
physical feelings to a fear of collapsing. To cope with this fear, Joanna developed 
behaviours which she perceives stop her from collapsing including avoiding certain 
situations and places associated with anxiety. Joanna’s case is conceptualised using 
Wells’ (1997) cognitive model of panic. An initial formulation indicated that the 
panic attacks Joanna suffered challenged her sense of feeling ‘in control’ of her 
body. Following this, she experienced increased sensitisation to anxiety symptoms 
which was associated with hot and crowded environments. These circumstances 
appear to have led Joanna to develop catastrophic misinterpretations about her 
experience of anxiety and her bodily sensations. In order to cope, Joanna developed 
safety behaviours which prevented disconfirmation of the belief that she would 
collapse, leading to maintenance of the problem. Joanna’s background history is 
described, together with the therapy interventions carried out. A critical discussion 
of the intervention is also outlined.
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ADULT MENTAL HEALTH CASE REPORT II:
SUMMARY
Cognitive behavioural assessment and treatment with a 
woman presenting with generalised anxiety disorder in an 
early intervention service
Word Count: 243
August 2010
Year 1
For reasons of confidentiality, some details in this report have been changed. All 
names used are fictitious. Written and verbal consent from the client was obtained to 
write this report.
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This case report provides a summary of the psychological assessment and cognitive 
behavioural formulation and intervention, with Lauren, a white British female in her 
early thirties presenting with generalised anxiety disorder (GAD). Lauren had been 
referred to the Early Intervention Team (via the Community Mental Health Team) by 
her GP who highlighted a “rapid deterioration” of Lauren’s mental health, marked by 
“anxiety, depression and delusional symptoms of a rather schizoid nature”.
I initially met with Lauren for nine sessions, focusing on psychosis relapse 
prevention. Upon completion of this she requested further psychological input 
surrounding her excessive worry which is the focus of this report.
Lauren recognised that excessive worrying was not uncharacteristic of her nature, 
impacting upon all areas of her life. This pattern of worrying appeared to have been 
exacerbated by the recent psychotic episode that she experienced. Lauren was left 
with a lot of worry surrounding relapse, believing that the degree she was worrying 
could lead to “another breakdown”.
The cognitive model of GAD proposed by Wells (1997) was used to conceptualise 
Lauren’s difficulties and given its good evidence base, the suggested intervention 
was cognitive behavioural therapy (CBT).
Lauren had attended seven weekly CBT sessions to date and treatment was still 
ongoing. Interim outcome measures indicated an improvement in her level of worry, 
depression and anxiety.
The interventions used, process issues and outcome are discussed as well as my own 
reflections on the work carried out, including my learning and development.
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LEARNING DISABILITIES ORAL PRESENTATION OF 
CLINICAL ACTIVITY: SUMMARY
Development of formulation and engagement skills during 
clinical work with a twenty seven year old woman with a 
learning disability presenting with challenging behaviour
Word Count: 399
September 2011
Year 2
Identifying details have been changed in this report to ensure anonymity and 
confidentiality and all names used in this case study are fictitious. The client has 
given her consent for her case to be used for this report.
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This oral case report provides a summary of the psychological work carried out with 
Katie, a white British female (first language English) in her mid-twenties with a 
learning disability. She was referred to the psychology service at a London-based 
Community Learning Disabilities Team (CLDT) by her Care Manager within the 
team. The referral highlighted that Katie was engaging in “aggressive displays of 
behaviour” on a daily basis towards her family, with no apparent trigger. The 
referral requested assistance for Katie, to help her develop strategies for dealing with 
her anger and challenging behaviours.
Assessment information was gathered from a variety of sources including Katie’s 
pre-existing health records (from her Care Manager and Community Nurse), 
meetings with relevant health professionals, and meetings with Katie, her mother and 
sister. I initially formulated Katie’s difficulties using an adapted version of McGill 
et al.’s (1996) model of understanding challenging behaviour. Such model is 
underpinned by a Positive Behaviour Support paradigm (e.g. Carr et a l 2002). 
Based on the preliminary information gathered, it appeared that Katie had difficulties 
in line with having an Autistic Spectrum Disorder (ASD; Department of Health, 
2006). Recommendations were made for Katie to have a fuller assessment of autism 
to help clarify this area of the formulation.
Katie was assessed for an ASD by myself, using guidance developed by the local 
NHS Trust. The results indicated that Katie had an ASD given her lifelong 
difficulties in areas of social interaction, social communication and social 
imagination. Such information was then collaboratively integrated within the 
(re)formulation and from this an intervention plan was developed. The intervention 
comprised of working jointly with Katie and her family by introducing a series of 
pro-active guidelines. These were aimed at reducing the frequency and severity of 
the challenging behaviours displayed by Katie as well as improving her and her 
family’s quality of life. The guidelines focused on creating positive environmental 
changes to the family context and promoting non-physical reactive strategies. An
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evaluation strategy was jointly developed which included the monitoring of a number 
of specific areas.
This work was presented orally to a panel of two University of Surrey course team 
members. The work was briefly described, with a particular focus on the 
development of my formulation and engagement skills. Such focus was highlighted 
using audio and visual aids. A critical position was taken in the discussion of the 
clinical work and ethical issues were highlighted.
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OLDER PEOPLE’S MENTAL HEALTH CASE REPORT:
SUMMARY
Neuropsychological assessment with a woman presenting 
with memory problems
Word Count: 250
May 2012
Year 3
To preserve confidentiality, some details in this report have been changed. All 
names used are fictitious. Written and verbal consent from the client was obtained to 
write this report.
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Heather, a white British female (first language English) in her late seventies was 
referred for neuropsychological assessment by her Psychiatrist within the mental 
health service for older adults. The referral was made following concerns by Heather 
and her family that she had been experiencing progressive “cognitive difficulties” 
related to her memory and that she had been experiencing “low mood”. The purpose 
of the neuropsychological assessment was to ascertain Heather’s current level of 
functioning in order to aid possible diagnosis.
Based on information gathered from Heather, her husband and grandson and a 
consequent literature review, it was hypothesised that Heather had a 
neuropsychological profile consistent with Alzheimer’s disease (AD). Heather 
completed the following assessments; Hospital Anxiety and Depression Scale, 
Wechsler Test of Adult Reading, Wechsler Adult Intelligence Scale -  Fourth Edition, 
Wechsler Memory Scale -  Fourth Edition, Graded Naming Test, The Hayling and 
Brixton Tests and subtests of the Delis-Kaplan Executive Function System (Trail 
Making Test and Verbal Fluency tasks). Together with the qualitative information 
gathered, the results provided evidence for the probable diagnosis of AD.
The results of the assessment are discussed, followed by recommendations which 
were fed back to Heather and her family. Relevant limitations of the 
neuropsychological assessment are considered.
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CHILD AND ADOLESCENT MENTAL HEALTH CASE
REPORT 3: SUMMARY
Behavioural family work with parents of a boy presenting
with conduct problems
Word Count: 245
April 2011
Year 2
For reasons of confidentiality, some details in this report have been changed. All 
names used are fictitious. Written and verbal consent from the client was obtained to 
write this report.
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This case report provides a summary of the work carried out within a Child and 
Adolescent Mental Health Service with Harry, a seven-year-old white-British boy 
presenting with conduct problems. The GP referral highlighted three areas of 
concern: “behavioural problems”, “anger issues” and “misconduct”.
Harry reported that on a daily basis he would “slam doors”, “break things” and 
“fight” with his older sister. The parents identified triggers to Harry’s angry 
outbursts including, “if he does not get his own way”, “boredom” and when he was 
not given attention. While they would use various strategies to try and manage 
Harry’s behaviour, they acknowledged that such strategies were used inconsistently.
A child-focused, systemic formulation adapted from Carr (2006) was used to develop 
an overview of the contextual factors that may have been contributing to the 
presenting issues. A behavioural formulation based on operant principles (Skinner, 
1953) was then constructed, focusing on the specific parent-child interactions that 
may have been perpetuating Harry’s behavioural difficulties. The parents completed 
6 sessions of behavioural family work.
The interventions used, process issues and outcome are discussed as well as my own 
reflections on the work carried out.
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RESEARCH DOSSIER
The research dossier begins with a service-related research project conducted while 
on placement in an Adult Mental Health Setting using a qualitative approach. It is 
followed by a piece of evidence demonstrating that the service-related research project 
was fed back to the service.
It then includes an abstract of a group qualitative project completed during the first year 
followed by the Major Research Project -  the key constituent of this dossier -  that was 
conducted using a qualitative approach.
The research dossier ends with a log of research competencies acquired during 
training.
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SERVICE-RELATED RESEARCH PROJECT
A service evaluation of family and friends psychoeducation 
workshops for early intervention psychosis
Word Count (excluding Abstract): 2997 
Word Count -  Abstract: 180
July 2010
Year 1
For reasons of confidentiality, all names used in this report are fictitious and any 
identifying details of Services involved have been omitted.
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ABSTRACT
The aim of this service evaluation was to investigate how carers experienced a multi- 
family group psychoeducation workshop, delivered within two Early Intervention 
(El) services. This was a qualitative study using data generated from a focus group 
attended by seventeen carers. Basic demographic data was also collected. Data from 
the focus group was analysed using thematic analysis. Overall, the findings 
emphasised the value and need for on-going carers groups as well as the need for 
more information to be given to carers during the early stages of diagnosis. In 
addition, carers were able to generate a variety of ideas surrounding the friture of 
carers groups. The results also revealed issues surrounding the diversity of carers 
accessing the El services. The main findings of this study highlighted a number of 
service related implications and recommendations including; continuing to dedicate 
resources aimed at providing much valued carers groups; developing a user-friendly 
information pack which may be distributed during the early stages; and investing 
time in research which looks at promoting the inclusion of a more diverse range of 
carers within El services.
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1. INTRODUCTION
1.1 National context of the study
The National Service Framework for Mental Health, the Schizophrenia Guidelines 
(National Institute for Clinical Excellence: NICE, 2002) and the Mental Health 
Policy Implementation Guide (Department of Health: DoH, 2001), emphasise the 
crucial role of services dedicated to addressing the requirements of young adults 
experiencing early psychosis (Sin et al. 2005). The role of family members and 
carers of this group has been highlighted in engaging such service users with mental 
health services and as part of relapse prevention (Rethink, 2002).
Being involved in a loved one’s experience of psychosis has been described as a 
frightening time for carers (DoH, 2002; Rethink, 2003). Sin et a l (2005) 
investigated the experiences and needs of the carers of young adults with early-onset- 
psychosis. They found that a significant need for carers was for user-friendly, 
concise information regarding psychosis and treatment interventions. Addington and 
Burnett (2004) emphasised the importance of family psychoeducation within the 
early phase of psychosis, stressing that information about symptoms, phases and 
diagnosis of psychosis be provided, together with information surrounding aetiology 
of the illness, treatment and management.
Multi-family groups have been identified as an efficient means to deliver 
psychoeducation to families about psychosis (Addington & Burnett, 2004). Such 
groups may offer family members the opportunity to receive advice and support, and 
to reduce the sense of stigma that may accompany psychosis (Addington & Burnett, 
2004).
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1.2 Local context of the study
Two Early Intervention (El) Services based in South West London, comprising a 
multidisciplinary team of Community Psychiatric Nurses, Psychiatrists, Social 
Workers and a Clinical Psychologist, provide care for 140 service users aged 17 to 
35, per annum. As relatively new services, families have only had the opportunity to 
receive individual psychoeducation from the Psychologist. Therefore, a pilot group 
programme was developed by the two team managers and the Psychologist for the 
following reasons:
1) The importance of including carers in the treatment and management of young 
adults with early-onset-psychosis
2) A potentially more resourceful and efficient way of delivering psychoeducation
3) To allow carers the opportunity to receive mutual support
Structured as a multi-family group, four workshops were developed, focussing on 
psychoeducation surrounding the diagnosis of psychosis, the mental health system, 
treatment and recovery. The content was based on research in early intervention as 
well as the clinical experiences of working with such client group. Each group lasted 
an hour and a quarter and ran fortnightly. It was anticipated that carers would attend 
all four meetings but were not obliged to do so. 1 observed all workshops.
2. AIMS AND OBJECTIVES
This service evaluation aimed to explore how carers experienced the workshops in 
terms of their usefulness and how closely the groups met their needs. The feedback 
would be used to inform the future development of psychoeducational workshops for 
carers in these two El services in line with best practice guidelines (DoH, 2008).
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3. METHOD
3.1 Design
This was a qualitative study using data generated from a focus group. Basic 
demographic data was also collected.
3.2 Participants
Each service adopted a different approach to inviting carers to the workshops. One 
service adopted an inclusive approach whereby all carers were sent a letter of 
invitation (Appendix A). The other service was more selective, only inviting four 
family groups who were judged to be at an appropriate stage of readiness to attend a 
psychoeducational group. The focus group took place at the end of the final group. 
A total o f (N) 17 carers attended the focus group, including (N) 14 from the service 
which invited all known carers and (N) 3 from the other service.
3.3 Procedures
A one-hour focus group was conducted at the end of the final workshop for the 
purpose of practicality and to avoid attrition. A representative from the charity 
organisation MIND observed the group in order to gather feedback regarding carer’s 
needs within the locality. It was decided that a focus group would be the most 
appropriate means for collecting data due to the potential richness of feedback 
(Krueger & Casey, 2000). As the carers had been meeting together for some time, it 
was also felt that a focus group would better reflect the process they had experienced 
so far.
The discussion was facilitated by a semi-structured interview schedule (Appendix B) 
providing prompts for discussion. The schedule was informed by guidelines outlined 
by Krueger and Casey (2000) for conducting focus groups and topics for discussion
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were chosen in collaboration with both El services. Topic areas included group 
content, group format and areas of improvement. Participants were invited to ask 
questions and advised that they could withdraw their involvement at any time. 
Individuals were notified that while their feedback would be given to services, no 
identifying information would be included. All participants were informed that the 
focus group was audio-recorded and would be transcribed verbatim for analysis. A 
questionnaire (Appendix C) was also administered in order to gather background 
data about the carers in the focus group. While I was involved in the designing of 
the questionnaire, certain phraseology was determined by the services, e.g. the term 
Toved one’.
3.4 Data analysis
The focus group transcription was analysed using thematic analysis (Braun & Clarke, 
2006). This method was selected primarily due to its theoretical and epistemological 
flexibility which contrasts other qualitative methods such as Interpretative 
Phenomological Analysis (IPA: Smith et al. 1999) and grounded theory (Glaser & 
Strauss, 1967). The analytical approach taken was inductive, aiming to provide a 
rich description of the data set and constructing themes that closely followed the 
semantic meanings of the transcript.
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4. RESULTS
4.1 Characteristics of Carers
Table 1 illustrates the socio-demographic characteristics of the individuals in the 
focus group discussions (FGD):
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CHARACTERISTICS OF CABlERS N %
Gender Male 9 53
Female 8 47
Age <50 0 0
50-59 13 76
60-69 3 18
69+ 1 6
Workshops attended Group 1 11 65
Group 2 12 71
Group 3 14 82
Group 4 17 100
Relationship to service user Mother 9 53
Father 8 47
Other 0 0
Length of care 6 months 3 18
6-12 months 2 12
1-2 years 2 12
2-3 years 6 35
3 years + 4 24
Living arrangements Living with carer 14 82
Not living with carer 3 18
Amount of contact Daily 15 88
Weekly 1 6
Monthly 1 6
The group consisted of approximately an equal number of males and females, all of 
whom shared a parental relationship with the service user they cared for. It was 
evident that many group members were couples. All carers were over 50 years of 
age, with the majority falling between the 50-59 age bracket. The majority (35%) 
had been carers for up to three years and reported living with the individuals they
Due to rounding errors, percentages in Table 1 do not add up to 100.
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cared for, having daily contact with them. Observations suggested that the group 
was an articulate, white, middle class cohort.
4.2 Qualitative findings
Thematic analysis of the focus group transcript led to the development of three main 
themes with sub themes. Such themes are described below, illustrated with 
quotations extracted from the transcript.
4.2.1 Theme 1: Content
The first theme highlights the carer’s experiences of the workshops with regards to 
its content. Two sub-themes emerged.
1) Topics
Overall, carers seemed to agree that there was a good “balance ” of topics offered:
“I  have learned quite a lot about psychosis and about all o f the stages o f  it... I  think 
all o f  them had their strengths actually and they all had something I  could take away 
and benefit from  ”
In general, carers acknowledged that while they may not have learned “anything 
new”, information was presented in a concise, digestible way, consolidating what 
they already knew:
“/  also read an awful lot o f  stuff that frightened the life out o f me so I  was suffering 
from fact overload really...telling us all the stuff I  already knew, it was just 
confirming the right way o f looking at it which is quite helpful”
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2) Service User Involvement
The majority of carers felt that they would have liked more service user input during 
the workshops. As one carer stated, information regarding psychosis is ''readily 
available but service users are not”. Listening to a service user with a wealth of 
experience appeared to instil hope:
“And dear Terri who’s been on such a horrid journey and look what she’s achieved. 
She’s reaching out and helping others...It was veiy helpful”
One carer highlighted that even if service users were unavailable, "more examples'” 
of cases could have been given in order to make the information presented more real.
4.2.2 Theme 2: Format
The second theme highlights discussions concerning the format of the workshops. 
Three sub-themes emerged.
I) Multi-family Group
There seemed to be an agreement about the usefulness of “similar people with 
similar issues ” meeting to share stories. The usefulness of the group context as an 
opportunity to learn from others’ experiences and receive support was highlighted. 
One carer stated, "it’s a lonely business being a carer” and other group members 
agreed that the group offered them the opportunity to feel less "isolated”:
“just to see that other people are in the same position because you feel ever so 
isolated... i t’s comforting”
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2) MDTInput
Some carers suggested that having MDT input during workshops demonstrated 
cohesion within the team and that everyone was “singing from the same hymn 
sheet”. Some carers appreciated that two different El teams had been brought 
together as “they’ve got different angles” and “it’s quite useful to see more than one 
side. ”
3) Timing
While for some carers the timing of the groups was "quite a good balance ”, there 
were discussions surrounding the desire for workshops to be longer:
"I mean after all, you’ve had to travel here, so you ’ve committed quite a lot o f time 
already, so I  think to go on another half an hour or even another hour, i t’s not going 
to make much difference in that you’ve already used up the evening you might as 
well go on a bit longer”
4.2.3 Theme 3: The Future
Participants generated ideas regarding the future of carers groups. Three sub-themes 
emerged.
I) Future Topics
Relapse Prevention
Some individuals felt that it would be useful to gain input surrounding “how to look 
out for danger signs ” regarding psychosis.
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Communication Workshops
Some carers advised that a workshop surrounding “communicating with your loved 
one” would be useful. When caring for individuals with psychosis, carers stated 
feeling like they are walking on “egg shells ”.
Confidentiality
The majority expressed concern regarding the issue of confidentiality with one carer 
stating "this whole adult and confidentiality thing cuts us out completely”. Carers 
described feeling uncertain about where they stand in terms of the information they 
are partial to:
"they stand up time and time again saying they want their parents involved hut i f  
they’re then completely manic they can change their mind”
Therefore, a workshop surrounding confidentiality and the role of carers was 
considered to be useful. More formal information surrounding the "Advance 
Directive” was also considered.
2) Input atthe Early Stages
Carers described the early stages of psychosis as "shocking”, eliciting "confusion”, 
and “anxiety”. Indeed, some carers felt that there was little appreciation of the 
"trauma” parent’s experience. The importance of receiving information surrounding 
psychosis was continually mentioned, particularly within the early stages of 
diagnosis:
“We feel as though we wanted to know more earlier on....we weren’t informed about 
anything when we needed to know ”
Some individuals expressed that there was a lack of psychoeducation at these critical 
early stages:
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“7 mean the example must he, i f  somebody had had a heart attack, the Dr would 
come out and they would say ‘this artery has just ruptured, we ’re about to do this, 
this and this ’ but in this situation that sort of, diagnosis or clinical bit o f  factual 
information was not there, not in our case. ”
3) On-going Groups for Carers
There was consensus that there should be some form of ongoing groups for carers. 
However, there appeared to be a split amongst the carers surrounding the focus of 
these groups, with some opting for "drop in sessions” and others for "workshops”.
Drop in sessions
Some carers expressed how useful it had been to listen to other carers experiences. 
The possibility of having group sessions with an open agenda was discussed:
"I feel that it would have been good for anybody who wanted to just to go round and 
speak...about what happened to your child and what’s happening now so we might 
find somebody who has got a similar problem ”
Workshops for Carers
Other group members suggested that there should be a group focus and “to just 
shove everybody in a room and expect them to loosen up is just not going to 
happen”. Therefore, it was suggested that "workshops” with more of a 
psychoeducational component should be available on an ongoing basis.
5. DISCUSSION
This service evaluation aimed to investigate how carers experienced multi-family 
group psychoeducational workshops in terms of their usefulness and how closely 
they met their needs. This study has highlighted the value of providing family 
psychoeducation, particularly within a multi-family group setting to carers 
(Addington & Burnett, 2004).
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5.1 Service implications and recommendations
The main findings of the study, together with key recommendations are described 
below.
The Value of Carers Groups
As reflected previously by research, it is evident that not only the information 
provided but the opportunity to meet carers with similar experiences was valued by 
the group (Addington & Burnett, 2004).
• It is recommended that resources should be dedicated to providing ongoing 
groups for carers within El services.
Availability of Information
Carers appeared to speak consistently of the lack of information given during the 
early stages. Many had been pro-active in researching information however it 
appeared that there was some difficulty in synthesising the array of information.
• El services could consider developing a user-friendly, succinct information 
pack in collaboration with carers to be distributed at the earliest opportunity.
• The information pack may include topics surrounding diagnosis, treatment, 
useful local organisations and carer’s rights (including issues of 
confidentiality).
Format of Future Groups
Group cohesion amongst carers in the FGD was apparent. However, one topic that 
appeared to split opinions surrounded the way future groups for carers should be 
conducted: on a “drop-in ” or a “workshop ” basis. Nevertheless, carers were able to 
generate ideas which the El services may consider regarding group format, content 
and potential discussion topics including relapse prevention, communication skills 
and confidentiality.
• Considering resources, perhaps less frequent but longer carers groups could 
be provided. Assuming a similar group format was offered, giving carers the
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choice of attending the presentation and/or group discussion may be more 
inclusive.
Diversity
The degree of consensus amongst the group may have been due to the level of 
similarities amongst participants; they all appeared to be an articulate, white, middle 
class group of parents aged 50 or above. This highlights the absence of other 
populations of carers including partners, siblings, younger adults and individuals 
from black and minority ethnic (BME) backgrounds. This seems pertinent since 
there may be a large number of ‘hidden’ (Nell, 2009, p.5) carers, particularly 
amongst BME groups, signifying that services are not being sufficiently accessed by 
certain populations.
• Research addressing ways to encourage the attendance of a diverse range of 
carers warrants more attention. Auditing who has been invited to carers 
workshops and who responds may be a usefol first step.
• Organising focus groups and/or questionnaires, which explore the specific 
needs and expectations different populations of carers have may also provide 
useful information.
5.2 Limitations
Given the nature of focus groups, perhaps those who felt less able to articulate 
themselves in a group setting may have avoided attending. Therefore a questionnaire 
may have been an alternative way of gathering feedback. Furthermore, perhaps the 
interview schedule could have incorporated questions that were more open-ended 
which may have provoked further discussions. For example, beginning the focus 
group by asking “Perhaps we could start by discussing your experiences of the 
groups in general” as opposed to directly enquiring about the helpfulness of each 
group could have opened up other avenues of discussion. As aforementioned, a 
representative from MIND was present throughout the FGD and potential observer 
effects should be considered. Similarly, my presence at the workshops may have 
also biased the results. Regarding the generalisability of the findings, it is
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acknowledged that the sample size and population was limited. However, it is 
evident that the carers’ descriptions of their experiences have much to tell us 
regarding service development.
It is worth acknowledging the limitations of the selection procedures adopted by each 
service regarding carer’s invitations. Adopting an inclusive approach suggests that 
all carers were given the choice to attend, however the potential volunteer bias of the 
population who came forward should be considered. Furthermore, implementing a 
selective approach could have meant that carers were excluded who may have 
benefited from this kind of service. Therefore, selection procedures for future 
workshops should be carefully considered.
5.3 Conclusion
This service evaluation has emphasised the value of providing family 
psychoeducation, particularly within a multi-family group setting to carers within El 
services. Based on the findings, a number of recommendations have been suggested 
including; continuing to dedicate resources aimed at providing much valued carers 
groups; developing a user-friendly information pack to be distributed during the early 
stages; and investing time in research which looks at promoting the inclusion of a 
more diverse range of carers within El services. This study has emphasised the value 
of carers in terms of their role, the information they may provide regarding service 
development and the need for El services to continue supporting carers.
On the 8^  ^ April 2010, a presentation was arranged to feedback the results of the 
service evaluation to each participating El service. The identified themes from the 
FGD were provided in a handout (Appendix D) and recommendations discussed. 
Based upon the feedback given, future carer’s workshops have been developed 
commencing September 2010.
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APPENDIX A: LETTER OF INVITATION TO THE CARERS 
WORKSHOP
Dear
As a family member or friend of someone under 
Service we would like to invite you to:
Early Intervention
FAMILY & FRIENDS WORKSHOP: / 1
INTERVENTION SERVICE
EARLY
ARE YOU A FAMILY MEMBER OR FRIEND OF SOMEONE WHO HAS 
EXPERIENCED PSYCHOSIS?
WOULD YOU LIKE TO KNOW MORE ABOUT PSYCHOSIS?
WOULD YOU LIKE TO ASK QUESTIONS AND HEAR FROM OTHER 
FAMILY MEMBERS AND FRIENDS WHO MAY HAVE SIMILAR
EXPERIENCES?
AND EARLY INTERVENTION SERVICE ARE
RUNNING A SERIES OF 4 WORKSHOPS WHICH MAY INTEREST YOU
WHEN: Tuesdays 6.45pm -  8.00pm
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WHERE:
DATE TOPIC
3*^** November What is psychosis?
2009
I?**" November What do services offer -  the mental health
2009
system maze
1®* December Medication & Treatment for psychosis
2009
15*“ December Recovery & Psychosis
2009
andThe workshops will be run by members of both 
Early Intervention Service
Following a presentation by a member of the team, there will be time for 
discussion and an opportunity to ask questions
There is no expectation that everyone will contribute to the discussion; 
anyone is welcome to talk or just to listen to experiences shared by other 
family members or friends
The workshop is aimed at family members and friends of those under Early 
Intervention Services. We would ask that users of the service are not 
invited to attend the workshops
Please speak to your friend or family member’s care co-ordinator if you 
would like more information regarding the workshop
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We hope to see you there.
Yours Sincerely
Early Intervention Service
114
Service-related Research Project Research Dossier
115
APPENDIX B: FOCUS GROUP INTERVIEW SCHEDULE
FOCUS GROUP
Interview Schedule
Content
1. In general how helpful did you find the contents of the group? 
Possible Cues
a. Are there aspects which you found unhelpful?
b. In what way was the information given useful?
Format
2. How satisfied were you with the format of the group?
Possible Cues
a. E.g. The presentation at the beginning, followed by a break, then 
an open group forum for questions.
3. Did you feel that an hour and a quarter per group was sufficient?
4. Did you feel that having sessions every other week was appropriate?
Future
5. What areas of the carers programme do you think need improving? 
Possible cues
a. Would you have liked a specific topic to be discussed that wasn’t?
b. Did the group meet your overall expectations?
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APPENDIX C: QUESTIONNAIRE -  BASIC SOCIO-DEMOGRAPHIC
INFORMATION
Family and Friends Psvchoeducation 
Workshop for Early Intervention Psychosis
Please tick the appropriate responses below.
Are you: Male [ ]  Female [ ]
Please indicate which of the following groups you attended:
Group 1 : What is Psychosis? Q
Group 2: What do services offer: The mental health system maze? I I
Group 3: Medication & Treatment for Psychosis 
Group 4: Recovery & Psychosis Q
Please indicate the age range you fall into:
18-29 □
3 0 -3 9  □
4 0 -4 9  □
5 0 -5 9  □
6 0 -6 9  □
69+ □
What relationship do you have with the person you are caring for?
Mother Q
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Father □
Sibling □
Other □
How long have you been
6 months □
6 months -  1 year □
1 - 2  years □
2 - 3  years □
3 years + □
Does your loved one live with you? Yes Q  No Q
How often do you see your loved one?
Daily Q
Weekly Q
Monthly Q
Service-related Research Project Research Dossier
118
APPENDIX D: HANDOUT OUTLINING SERVICE EVALUATION 
FINDINGS
A Service Evaluation of a Family and Friends Psvchoeducation 
Workshop for Early Intervention Psychosis
OBJECTIVES
The overall purpose of the service evaluation was to see how carers experienced the 
Family and Friends workshop in terms of its usefulness and how closely the groups 
met their needs. It is anticipated that the information gathered will be used to 
potentially develop and improve services for carers within El services.
PROCEDURES
A one hour focus group was conducted by myself at the end of the final workshop at 
the request of the service. A representative from the charity organisation MIND was 
observing the group in order to get feedback regarding carer’s needs within the 
locality.
The focus group was recorded by a dictaphone and was transcribed verbatim for 
analysis. Using qualitative methods I analysed the data in order to generate themes 
representing key issues arising from the carers in the group.
THEMES
Content
Topics
Overall, carers seemed to suggest that there was a good ‘balance’ of topics offered.
“I  have learned quite a lot about psychosis and about all o f  the stages o f  it... 
I  think all o f them have their strengths actually and they all had something I  
could take away and benefit from ”
Carers acknowledged that while they may not have learned anything new from the 
information presented, it was given in a concise, digestible way which was easy to 
understand and consolidated what they already knew.
“/  also read an awful lot o f stuff that frightened the life out o f me so I  was 
suffering from fact overload really... telling us all the stuff I  already knew, it 
was just confirming the right way o f looking at it which is quite helpful.
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Service User Input
Overall, carers felt that they would have liked to have seen more service user input 
during the workshop. As one carer stated, information regarding psychosis is 
'readily available but service users are not’. Listening to a service user with a 
wealth of knowledge and experience of psychosis appeared to instil hope in the 
carers regarding the future of their loved ones.
• “And dear X  who’s been on such a horrid journey and look what she’s 
achieved. She’s reaching out and helping others ...It was very helpful ”
Furthermore, carers felt that more case examples could have been given throughout 
the workshop in order to make the information presented more practical.
Format
Multi-family Group
There seemed to be a group consensus about the usefulness of “similar people with 
similar issues ” meeting together to share stories. The usefulness of the group 
context as a means of offering family members the opportunity to learn from other’s 
experience and receive support was particularly highlighted. One carer stated, "it’s a 
lonely business being a carer” and other group members agreed that the group 
offered them the opportunity to feel less isolated.
• “just to see that other people are in the same position because you feel ever 
so isolated... i t’s comforting”
MDT Input
Overall, the group suggested that having MDT input was beneficial as it 
demonstrates cohesion within the team and that you are all “singing from the same 
hymn sheet”.
Furthermore, carers appreciated the fact that both the and teams
had been brought together as “they’ve got different angles ” and “it’s quite useful to 
see more than one side. ”
Timing
There appeared to be a general consensus about the desire for the workshops to be 
longer than an hour and a quarter. As one carer highlighted:
• "I mean after all, you’ve had to travel here, so you’ve committed quite a lot o f  
time already, so I  think to go on another half an hour or even another hour.
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i t’s not going to make much difference in that you \ e  already used up the 
evening you might as well go on a bit longer”.
The Future 
Future Topics 
Relapse Prevention
• Carers seemed to feel that a presentation surrounding ‘how to look out for  
danger signs ’ regarding psychosis would be useful.
Communication Workshops
• Carers also felt that a workshop surrounding communication skills would be 
useful. When caring for individuals with psychosis, carers stated they often 
feel like they are walking on ‘egg shells ’ and do not know what to say.
Confldentialitv
• Carers stated concern surrounding their positions as carers and the issue of 
confidentiality. They spoke of often feeling as if they do not know where 
they stand in terms of the information that they are partial to. Therefore, a 
workshop surrounding confidentiality and their role as carers was considered 
to be useful. Furthermore, more formal information surrounding the 
‘Advance Directive’ was also considered to have been useftil to receive.
Input at the Early Stages
Carers described the early stages of psychosis as ' shocking’which elicits 
'confusion ’, and ‘anxiety ’. Some carers felt that there was little appreciation of the 
‘trauma ’ parents go through when having to witness their son/daughter going 
through an episode of psychosis. The importance of receiving information 
surrounding psychosis and care management was continually mentioned, particularly 
within the early stages of diagnosis.
• “We feel as though we wanted to know more earlier on....we weren’t
informed about anything when we needed to know ”
Carers seemed to feel that there was a lack of psychoeducation at these critical early 
stages. One carer highlighted:
Service-related Research Project Research Dossier
121
"I mean the example must be, i f  somebody had had a heart attack, the Dr 
would come out and they would say ‘this artery has just ruptured, we ’re 
about to do this, this and this... but in this situation that sort of, diagnosis or 
clinical bit o f factual information was not there, not in our case. ”
On-going Groups fo r  Carers
There was a group consensus that there should be some form of on-going groups for 
carers. However, there appeared to be a split in the group surrounding the focus of 
these groups.
Drop in sessions
Some carers expressed how useful it had been to share and listen to other carers 
experiences. Accordingly, the possibility of having monthly group sessions with an 
open agenda was discussed.
• “/  feel that it would have been good for anybody who wanted to just to go 
round and speak... about what happened to your child and what’s happening 
now so we might find somebody who has got a similar problem ”
• “it’s just there so people know it’s available so people can drop in... any 
issues might come up... You know once a month I  think is quite a good 
balance. ”
Workshops for Carers
Other group members suggested that there should be a focus to the group and ‘to just 
shove everybody in a room and expect them to loosen up is just not going to happen ’. 
Therefore, they suggested that workshops with more of a psychoeducational 
component should be available on an on-going basis.
CARERS INPUT AND THE E l SERVICE
Overall, the services the El team are offering were praised, particularly with regards 
to the MDT approach. However, some carers felt it would be beneficial for one team 
member within a professional network to represent the voice of the carer so that a 
consistent flow of information and feedback may be given.
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A B S T R A C T
Background: There is a body of literature suggesting that celebrity culture impacts 
on individuals’ perceptions in various ways. However, there appears to be a gap in 
the research in relation to celebrity infidelity; a topic which has received recent 
media attention.
Aims: The current research was aimed at exploring young females’ perceptions of 
marriage and infidelity in celebrities and non-celebrities; and whether celebrity 
culture impacted on young females’ perceptions of relationships.
Participants: Each of the five female researchers recruited a female participant fi'om 
their social network, in their twenties or thirties.
Method: Semi-structured interviews were digitally recorded and transcribed. 
Interpretative Phenomenological Analysis (IPA) was utilised to make sense of the 
meaning participants’ made of marriage, infidelity and celebrity culture. There is an 
acknowledgement within IP A methodology that researchers bring their own 
interpretations and experiences to the work; a reflective section was incorporated to 
illuminate this.
Results: The findings demonstrated the emergence of three superordinate themes: 
‘Movement of Marriage’, ‘Levels of Infidelity’ and ‘The Wider Impact of Celebrity’. 
This report focussed on the in-depth analysis of the theme ‘Levels of Infidelity’ as 
this was most relevant to the research question. This theme included four 
subordinate themes: ‘justification for infidelity’, ‘hierarchy of infidelity’, ‘othering’ 
(describing people as ‘other’ to oneself) and the ‘role of technology’.
Discussion: The topic of infidelity may be fuelled with emotion for some clinicians, 
making it difficult to avoid making personal judgements of service users. Further 
clinical implications and recommendations for good and ethical practice are outlined.
Qualitative Research Project: Abstract Research Dossier
125
MAJOR RESEARCH PROJECT
First episode psychosis: An IP A exploration of the 
experiences of partners
By
Gina Christoforidis
Submitted for the degree of Doctor of Psychology 
(Clinical Psychology)
Department of Psychology 
School of Human Sciences 
University of Surrey
Word count: 19, 995 
Abstract: 243 words
September 2012
Gina Christoforidis
Major Research Project Research Dossier
126
ACKNOWLEDGEMENTS
I would like to thank all of the participants who kindly took the time to participate in 
this study and who shared their life experiences with me. It was a true privilege to 
listen to these stories. I am also grateful for the time each participating Early 
Intervention took for supporting this research.
I am indebted to my supervisors, Dr Jo Billings and Dr Dora Brown for the 
continuous support and wisdom they provided me throughout.
Last, but by no means least, I would like to thank my friends and family for their 
patience and relentless support. Alun, thank you for your tenderness, understanding 
and presence in my life. Mum, Cesar and Ana, thank you for your encouragement, 
assistance and backing throughout my journey. To the Davies and Hughes family, 
for the consistent support you have given me throughout, I will always be grateful.
Major Research Project Research Dossier
127
A B S T R A C T
There exists a wealth of research which suggests that for family members, caring for 
an individual with psychosis can be a distressing experience. However, despite the 
growing body of literature surrounding First Episode Psychosis (PEP) and 
caregivers, the experiences of partners have somehow been neglected. This study 
aimed to bridge this gap in the literature by exploring partners’ experiences of being 
with an individual who has recently developed psychosis, investigating the impact on 
the individual and the relationship from a transitions perspective. Six partners of 
individuals within one of two allocated Early Intervention Services took part. Semi­
structured interviews and Interpretative Phenomenological Analysis (IPA, Smith et 
al 2009) were used to collect and analyse data respectively.
Three super-ordinate themes were developed from the data: The Self versus the 
Psychosis, Living in the Relationship with the Psychosis and Looking to the Outside 
for Support. Participants described how their sense of self had been affected since 
the arrival of psychosis in their lives, illustrating how they entered into a battle with 
the psychosis, adapting both behaviourally and psychologically whilst trying to take 
control of the situation. Participants also described how they renegotiated their lives 
in light of a third presence, the psychosis, in their relationship. Complexities 
surrounding seeking external support were also described by participants. These 
results are considered in light of existing literature and clinical implications. Overall, 
the findings support the development of relationship-specific family intervention 
initiatives within PEP, including the needs of partners.
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1. INTRODUCTION
1.1 Overview
Research exploring caregiving and psychosis appears to have reached a consensus: 
caring for an individual with psychosis is likely to be a stressful and distressing 
experience (e.g. Askey et a l 2009). Research has found that caregivers are at 
increased risk of burden (Jeppeson et a l 2005) and developing mental health issues 
(e.g. Savage & Bailey, 2004). However, despite the growing body of literature 
surrounding First Episode Psychosis (FEP) and caregivers, the experiences of 
partners^ has been neglected. Research has tended to look at ‘caregivers’ 
experiences in general (e.g. Sin et a l 2007), thus potentially oversimplifying the 
complexity of relationship-specific issues. Previous studies exploring partners’ 
experiences of chronic psychosis highlight a significant difference when compared 
with other caregivers (e.g. parents) and the need for services to tailor interventions to 
meet the needs of specific caregiving populations (Jungbauer et a l 2004). To date, 
there is no published research specifically exploring the experiences of partners o f 
people in the early stages of psychosis.
This introduction will begin by critically reviewing literature regarding FEP and its 
impact upon family members. The paucity of research related to understanding 
partners’ experiences will be acknowledged, particularly in terms of understanding 
how individuals experience the transition of being in a relationship with someone 
who develops FEP.
Theoretical frameworks relevant to this transition will be examined The 
methodological rationale, aims, objectives and research questions for the current 
study will be outlined.
 ^ It is accepted that individuals understand the word ‘partner’ in different ways. In this research, the 
word ‘partner’ is used to describe any person who considers themselves to be married or living 
together as a couple, husband, wife, boyfriend, girlfriend, fiancé, lover or other.
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Computerised searches of MEDLINE and PsychlNFO were used to identify articles 
cited in this study. The search strategy is described in Appendix A.
1.2 First episode psychosis
Psychosis is described as a condition “where appreciation of reality is impaired” 
(Keks & Blashki, 2006, p.90). Symptoms can include: positive symptoms (e.g. 
delusions and hallucinations); negative symptoms (e.g. lack of motivation and social 
withdrawal); cognitive symptoms (e.g. impaired executive function and working 
memory); mood symptoms (e.g. mania and depression); anxiety; and aggression or 
suicidal behaviour (Keks & Blashki, 2006). A range of psychiatric disorders are 
included under the umbrella of psychosis including: schizophrenia, schizoaffective 
disorder, bipolar mood disorder, unipolar psychotic depression and psychoses due to 
physical condition (e.g. alcohol and illicit drugs) (American Psychiatric Association, 
2000).
Initial presentations of psychotic symptoms commonly occur between the ages of 14 
and 35 years, with the mean age of onset occurring at 22 years (Department of 
Health (DoH), 2001). Research suggests that young male adults are most likely to 
present to services with psychosis (Harris et al. 2005).
1.3 Early intervention services: a family inclusive approach
Schizophrenia and other forms of psychoses affecting young people present a major 
public health concern (World Health Organization, 2002). The DoH (2001) posits 
Early Intervention Services (EISs) as crucial due to the high risk of social, physical 
and legal ramifications during the first few years of psychosis. Furthermore, research 
suggests a link between a longer Duration of Untreated Psychosis (DUP) and 
increased symptom severity (Johannessen et al. 2007). Therefore, early intervention 
maximises the long term possibility of recovery (DoH, 2001).
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Early Intervention is also considered to be important for family members (DoH, 
2001) who may experience significant levels of distress and economic strain (e.g. 
Reed, 2008). Research suggests that the mental state of a caregiver may adversely 
impact upon the recovery of a service-user (Kuipers & Raune, 2004), highlighting 
the significance of a family-inclusive approach within EISs (Bertolote & McGorry, 
2005). Such approach emphasises the importance of providing families with better 
access to a range of meaningful support systems and ensuring that family members 
feel included at the earliest point possible (Bertolote & McGorry, 2005). This 
approach is underpinned by research which demonstrates that family interventions 
may assist service-user recovery and reduce relapse rates (National Institute for 
Health and Clinical Excellence (NICE), 2009). Indeed, recommendations emphasise 
the need for separate services to be developed for caregivers of those with psychosis 
(Kuipers, 2010).
Despite the importance of family interventions being advocated, provision of care 
varies, with services either not being readily available or failing to be offered as 
routine practice (Kuipers, 2010). Furthermore, EISs have not appeared to focus on 
caregiver outcomes (Kuipers, 2011), despite the link between service-user recovery 
and carer well-being. Research also suggests that the needs of partners in particular 
are frequently overlooked, with services focusing attention on the needs of parents 
(Sin et al. 2008). Therefore, research concerning partners is crucial to the 
continuation of service development.
1.4 The impact of early psychosis on families
1.4.1 A note on the term ‘carer*
Before exploring literature surrounding the impact of ‘caregiving’ in FEP, it is 
important to briefly discuss the term ‘carer’. The term ‘carer’ has been defined as 
“someone of any age who provides unpaid support to family or friends who could 
not manage without this help” (www.carers.org/what-carer. Retrieved 4th November 
2011). This term has been the source of much contention in the field of mental
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health. In a report by Rethink (Pinfold & Corry, 2003), it is suggested that many 
carers believe professionalises their position, preferring to be identified by their 
existing relationship roles. In this study the term carer is used to reflect its wider 
usage in the broader literature, albeit with this caveat in mind.
1.4.2 Emotional impact
The initial onset of psychosis has been considered to be the most challenging time 
for family members in terms of emotional impact (Kuipers & Raune, 2004). 
Families often experience anxiety and confusion surrounding the behavioural change 
they witness in the individual with psychosis (Jeppesen et al. 2005). A lack of 
understanding surrounding psychosis is suggested to compound the emotional strain 
(Kuipers & Raune, 2004). Family members have also been found to experience a 
sense of loss surrounding the change in relationship with the individual and the life 
ambitions that may not be fulfilled (Patterson et al. 2005).
Research suggests that families are also faced with the potential stigma surrounding 
mental health difficulties, often leading to attempts to conceal it fi’om others 
(Gonzalez-Torres et al. 2007). For parents, guilt and self-blame are often 
experienced, perceiving their child’s difficulties to be the result of genetic heritability 
or poor parenting (Howard, 1998; Nystrom & Svensson, 2004). During the initial 
onset of symptoms, it has been suggested that some families attempt to normalise 
their relative’s psychotic behaviour, leading to a longer DUP and exacerbating 
subsequent feelings of guilt (Barker et al. 2001).
Research demonstrates that family members are frequently exposed to a diverse 
range of aggressive behaviours including verbal, physical, self-directed and sexual 
aggression (Loughland et al. 2009). Exposure to such behaviours has been 
associated with Post Traumatic Stress Disorder in carer-relatives (Loughland et al. 
2009). Furthermore, Kuipers and Raune (2004) report that such caregivers 
experience increased levels of clinical depression and anxiety.
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The concept of Expressed Emotion (EE) has emerged as an important theoretical 
construct within the field of psychosis and is suggested to be a robust predictor of 
relapse (Butzlaff & Hooley, 1998). Traditionally, the concept of EE is underpinned 
by two components; the degree of emotional (over)involvement between family 
members and the level of critical attitudes and/or hostility displayed towards the 
family member experiencing mental health difficulties (Butzlaff & Hooley, 1998). 
Indeed, links have been made between high EE and increased burden, leading to poor 
long-term outcome for the individual with psychosis (Scazufca & Kuipers, 1996; 
Kuipers & Raune, 2004).
Research suggests that carer’s appraisals, as opposed to issues related to the 
psychosis itself (e.g. severity of psychotic symptoms), are significant in determining 
high EE (Raune et al 2004) and that carers appraisals of the illness is a predictor of 
distress for the family member (Kuipers & Raune, 2004). For example, self-blaming 
beliefs in carers have been related to higher levels of distress in family members who 
perceive that the wellbeing of the individual is ultimately in their control 
(Barrowclough er a/. 1996).
In a review of research examining the link between EE and FEP, Birchwood (2004) 
suggested that EE is a weaker predictor of relapse in FEP compared to those with 
numerous episodes, implying that perhaps it is a construct which changes over time. 
Therefore, understanding the development of family relationships during early onset 
is vital if services are to prevent entrenched and potentially damaging family 
dynamics (Birchwood, 2004).
1.4.3 Caregiver burden
The development of deinstitutionalized care has transferred the focus of mental 
health provision from hospital to the community, giving way to an extensive body of 
research focusing on caregiver ‘burden’. Burden has been distinguished between 
two types: objective and subjective (Platt, 1985). Objective burden refers to the
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physical disruptions to daily life (e.g. financial costs), whereas subjective burden 
refers to the level of distress experienced by an individual due to the caregiving role.
The importance of acknowledging the level of distress experienced by caregivers in 
schizophrenia has been emphasised due to the impact this may have on not only the 
carer themselves, but on their ability to assume their role as caregiver (Barrowclough 
et al 1996). Research demonstrates that relatives receiving family intervention 
experience a reduction in perceived burden, increased satisfaction with services and 
reduced rates of re-hospitalization for the individual with FEP (Jeppesen et al 2005; 
Cassidy et a l 2001).
1.4.4 Practical demands
It has been acknowledged that caregivers face challenges in multiple areas of their 
lives such as social isolation and stigma (Ganguly et a l 2010), often requiring role 
changes to occur. For example, parents of individuals with psychosis can become 
responsible for tasks including laundry, shopping and household chores that they had 
previously renounced as their child entered adulthood (Lowyck et a l 2004).
The variety and complexity of challenges that family members face have been 
highlighted in research focusing on the impact of FEP, emphasising the need for 
family members to receive input fi*om a multidisciplinary team (Iyer et a l 2011). 
However, given the lack of research focusing on partners within the field of FEP, the 
specific daily challenges they face remains relatively unknown.
1.4.5 Coping
Understanding caregivers’ coping mechanisms is suggested to carry important 
implications on caregiver functioning as well as service-users’ recovery (Ganguly et 
al 2010). If services can identify maladaptive coping strategies, families may be 
helped to find alternative ways of coping and prevent relationships from 
disintegrating (Onwumere et al 2011). Coping strategies discussed within the
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literature include ‘problem-focused’ and ‘emotional-focused’ styles. Onwumere et 
al (2011) describe problem-focused coping as behaviours which seek to change 
situations including: problem solving, seeking advice and identifying problems. 
Emotional-focused coping aims to reduce the experience of negative emotions which 
includes seeking support but also incorporates behavioural and cognitive avoidance 
(e.g. behavioural and mental disengagement and substance misuse). In FEP, high 
levels of carer burden have been found to strongly relate to avoidant coping 
strategies, suggesting a lack of understanding surrounding how to react to the 
individual with psychosis (Onwumere et a l 2011). Therefore, it seems important to 
explore partners’ coping processes within this context in order to bridge the gap 
between individual needs and service delivery.
1.4.6 Positive experiences and resilience
Use of the term ‘burden’ within the context of family experiences has been criticised 
as it does not encompass positive aspects that may result from the caregiving role 
(Szmukler, 1996). Much literature surrounds burden and caring for an individual 
with FEP, however, less is known about how carers develop resilience to continue 
caring and the positive experiences that may emerge (McCann et a l 2011). For 
some, familial relationships have strengthened after the initial onset of psychosis, 
with interpersonal bonds becoming closer (Lowyck et a l 2004; McCann et a l 2011).
The above research highlights the intricacies of caregiver experiences and the 
importance of family initiatives in FEP. However, such area has demonstrated a lack 
of qualitative research, which may be inhibiting the extent of our understanding 
surrounding family member experiences (Boydell et aï. 2010). Furthermore, this 
literature predominantly focuses upon ‘caregivers’ experiences in general (e.g. Sin et 
al 2007), thus potentially oversimplifying the complexity of relationship-specific 
difficulties. From studies which do explore specific family experiences (e.g. parents, 
siblings and spouses), findings have highlighted the significance of relationship- 
specific issues both in research and service delivery (Angermeyer et al. 2006; 
Jungbauer et a l 2004; Newman et al. 2011). Exploring the impact of FEP on
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partners and identifying areas of need previously overlooked in both research and 
practice is imperative.
In the following section the importance of partners’ experiences will be discussed in 
the context of some of the difficulties that may arise from living with an individual 
who experiences health difficulties.
1.5 Health stressors and the impact on partners
There exists a wealth of literature examining the systemic impact of health 
difficulties on partners, including traumatic brain injury (e.g. Verhaeghe et al. 2005), 
dementia (e.g. Hayes et al. 2009), and cancer (e.g. Sheridan et al. 2010). In general, 
such research emphasises the potential adverse impact of chronic ill-health on 
couples, which has led to the development of a variety of therapeutic interventions 
that includes partners (Martire et al. 2010). While a review of this broader literature 
is outside of the scope of this current study (the interested reader may refer to 
reviews by Martire et al. (2010) or Berg & Upchurch, (2007) for further detail), it 
may be useful to consider some of the findings in relation to its implications for this 
research.
From a life-span developmental perspective, timing of the illness onset has been 
suggested to influence the degree of stress experienced partners. Furthermore, older 
couples later in life who potentially anticipate a decline in health may adjust better 
than younger couples for whom chronic illness is developmentally unexpected 
(Yorgason, 2010). Stress levels have also been found to differ amongst individuals 
who face more progressive illnesses in their partners. For example, in partners of 
individuals experiencing dementia, increased stress levels are suggested to occur 
with emergence of cognitive and behavioural decline as such factors form barriers in 
adaptive dyadic coping strategies within the couple (Berg & Upchurch, 2007).
The concept of identity change has also been explored in the context of the systemic 
impact of health difficulties on partners. In an exploration of the impact of dementia
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on spouses, Hayes et al. (2009) proposed that over time, the identities of the afflicted 
and caregiving spouse are likely to be reconstructed and interpersonal dynamics 
transformed within the backdrop of an altered social context (Hayes et al. 2009; 
Kamer & Bobbitt-Zeher, 2005). Also in the context of dementia, Robinson et al. 
(2004) discussed the identity of the couple itself as an evolving system which is 
faced with needing to reorganise and adapt itself to the presence of an illness. 
Within such process, the authors suggest that partners are also experience a range of 
losses including that of their partner and the pre-existing relationship.
While the onset of illness within a couple has been frequently associated with stress, 
the ill-health of a partner has also been discussed in terms of its potential to have a 
positive impact on the self and marital quality. For example, exploring the impact of 
breast cancer on partners Manne et al. (2004) suggested that both couples and 
individuals themselves experienced many positive changes including recognising 
their own strengths and growing closer in their relationship.
Overall, the potential negative impact of physical and mental illness on partners has 
been well documented, which raises concern over the paucity of research exploring 
the impact of FEP on partners. While the broader literature may offer useftil 
insights, there is likely to be a variation in experience across health difficulties 
(Yorgason, 2010) highlighting the importance of research in this area.
1.6 The impact of psychosis on partners
Authors have expressed concern over the lack of research focusing on spousal 
experiences of mental health difficulties such as schizophrenia (Jungbauer et al. 
2004; Angermeyer et al. 2006). Research indicates that such issues are often 
overlooked by mental health services and there is a need for their unique experiences 
to be addressed (Jungbauer & Angermeyer, 2002; Jungbauer et al. 2004). It has been 
suggested that for individuals with FEP who are in relationships, the partner often 
plays an instrumental role in providing support. Being in a relationship may be seen
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as a protective factor in terms of recovery for both the service-user and partner 
(Jungbauer et a l 2004). This emphasises the need to attend to partnership-specific 
issues when offering support to individuals within EISs.
In a qualitative study of 52 spouses, Jungbauer et a l (2004) explored the subjective 
burden experienced by individuals with a partner with longstanding schizophrenia. 
Their findings indicated that spouses experienced significant levels of burden which 
altered their perspective regarding their relationship. Jungbauer et a l highlighted 
that for many spouses, while a sense of solidarity was initially experienced, 
insecurity and ambivalence in the relationship occurred when hopes for the partners’ 
recovery weakened and the spouse perceived that they could no longer cope. 
Spouses described negative effects of neuroleptic drugs (weight gain or loss of 
libido) on the sexuality of their relationship and reported adopting additional duties 
in the relationship, particularly unfamiliar, gender-specific tasks (e.g. females doing 
DIY jobs or fixing the car). For many of the spouses, a gradual loss of social contact 
was reported due to the amount of time spent with the individual during acute 
episodes which may also be compounded by a sense of stigma from family and 
friends. Many spouses also contemplated the longevity of their relationship and 
renegotiated long-term goals (e.g. having children with their partner).
In an exploration of the differential impact of schizophrenia on parents and spouses, 
Jungbauer and Angermeyer (2002) interviewed 42 participants surrounding aspects 
of subjective burden. The authors concluded that parents and spouses are faced with 
burdens specific to the relationship, which are underpinned by different life 
circumstances and demands. Jungbauer and Angermeyer concluded that when 
working with spouses, factors to be considered include changes they have 
experienced within their relationship, the increased burden and the possibility that 
some individuals may not wish to continue in their relationship.
In a qualitative study of 15 individuals, van der Voort et a l (2009) explored burden, 
coping and support needs of spouses of individuals with bipolar disorder. The 
authors found that the majority of the spouses experienced significant levels of
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burden, with the concept of loneliness emerging as significant. Spouses often felt 
responsible for taking on household tasks and managing their partner’s bipolar 
disorder (e.g. dispensing medication). Spouses also expressed feeling alone with 
their emotions and described the impact on their own lives including having to cease 
employment. In terms of coping, spouses in this study were found to be striving for 
a balance between ‘self-effacement’ (putting the needs of others first) and ‘self- 
fulfilment’ (putting one’s own needs first). This was also considered to be 
underpinned by loneliness, as the majority of spouses reported disregarding their 
own needs in place of their partners. Taking more of a self-fulfilling position was 
often combined with feelings of guilt.
To summarise, it is apparent that there is little research specifically linking FEP and 
partners. The above research has primarily focused on exploring partners of 
individuals with chronic conditions such as schizophrenia and bipolar disorder. As 
such, many questions remain unanswered in relation to the needs and experiences of 
individuals faced with the onset of psychosis in their partner, how this transition is 
negotiated and how, if at all, this affects their relationship.
In close consideration to the research presented above, the following section aims to 
consider theories in relation to the concept of transitions that could be most relevant 
to exploring the experiences of individuals whose partner has developed FEP.
1.7 Theoretical considerations: transition as a concept
As described by Bridges (1980), transition represents that “confusing nowhere of in­
betweenness” (p. 5), which connects what was, to what is (Duchscher, 2009). The 
‘in-betweenness’ may be considered to be what is faced by individuals who witness 
their partner experiencing FEP, as they contend with a new situation which presents 
unknown experiences and challenges. The individual transcends from being in a 
familiar relationship to being with someone with psychosis which, as previously 
mentioned, research has shown to cause a myriad of both personal and interpersonal 
difficulties within a partnership.
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A variety of transition theories have aimed to conceptualise the impact of stressful 
life events (for a review, refer to the ‘Handbook of Stressful Life Transitions’ 
(Miller, 2010). Among those, only the most applicable to FEP will be examined 
here.
1.7.1 The family life-cycle
Developed by researchers including Erikson (1980) and Carter and McGoldrick 
(1988), the concept of the family life-cycle has been used to describe how families 
and individuals negotiate significant life events. Such theorists postulated that the 
majority of families transcend through a number of stages including marriage, child 
birth and parenthood, retirement and bereavement and loss. Such transitional stages 
are suggested to challenge the family system with practical and relational changes 
which require readjustment and reorganisation of roles. It is suggested that 
considering individuals who experience mental health difficulties within a family 
life-cycle perspective is favourable, given its emphasis of viewing a person as a 
family member with roles as opposed to a remote, ill individual (Stromwall & 
Robinson, 1998).
From a life-cycle perspective which delineates normative family transitions, 
Stromwall and Robinson (1998) developed a model examining the differential 
impact of schizophrenia on individuals and families at various life stages. Of most 
interest and relevance to this current study are stage two ‘forming partnerships’ and 
three ‘families with young children’. In relation to stage two, the authors suggest 
that individuals who experience their partner developing mental health difficulties 
after they have entered into the relationship may face difficulties forming a 
committed bond with their partner given the demands of managing the illness. It is 
suggested that reasons for dissolving the relationship may be exacerbated by lack of 
knowledge about the illness. In relation to stage three, the authors highlight the need 
for services to address the potential effect of cumulative stressors i.e. parenting a 
child and managing a mental health problem. The authors suggest that individuals
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may experience stresses akin to single parenthood as they attempt to manage both 
their partners mental health difficulties as well as provide for their children.
The family life-cycle paradigm has been criticised for its oversimplification of the 
family system and transitional stages families may experience (Dallos & Vetere, 
2009). In response to such limitations, Dallos and Vetere (2009) use such paradigm 
as a meta-concept which draws attention to the myriad of emotional and practical 
processes that families may experience during life events as opposed to the key 
transitional stages. In this way, individual differences may be acknowledged when 
working therapeutically with families, including couples so that their needs may be 
addressed in a meaningful way.
The family life-cycle paradigm has played an important role in the development of 
systemic therapy (Dallos & Vetere, 2009). From this perspective, it is suggested that 
during times of transition couples may be helped to explore emotions, develop 
empathy and break unhelpful interaction patterns in order to promote the wellbeing 
of the individual as well as the couple (Dallos & Vetere, 2009). While literature in 
relation to a variety of health-related stressors recognises the importance of a family- 
inclusive approach (e.g. Bertolote & McGorry, 2005; Hyde, 2001), the potential 
needs of couples experiencing FEP have been overlooked. Greater understanding of 
the nuances of these experiences is likely to highlight useful areas for family 
intervention.
1.7.2 The theory of psychosocial transitions
According to Parkes (1971) a Psychosocial Transition (PST) may be defined as those 
life changes “which are lasting in their effects, which take place over a relatively 
short period of time and which affect large areas of the assumptive world” (p. 103). 
Parkes (1971; 1999) also suggests that irrespective of whether a situation is regarded 
as a gain or loss, it is of greater importance to determine the way in which the 
individual experiences and copes with the process of change.
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1.7.2.1 The assumptive world
Parkes (1971; 1999) describes the assumptive world as a schema which encapsulates 
everything we hold to be true about the world, based on previous experiences. It is 
suggested that individuals draw upon such schema to orientate themselves and plan 
behaviour. Parkes (1971; 1999) suggests that in order to successfully adjust to a life 
changing event, an individual must relinquish one view of themselves within their 
assumptive world and acquire another, more realistic one.
Interestingly, McCann et al. (2011) highlights that family members witnessing their 
relative go through a FEP often experience a transition of emotions, from guilt to 
hope which forms part of a grieving process. Such a process appears to signify an 
acceptance of the situation and an acknowledgement of the reality that psychosis is 
likely to be a prominent feature of their relative’s life (McCann et al. 2011). 
Research has also highlighted that for the individual whose partner develops 
psychosis, expectations about the relationship must be adjusted if they are to cope 
and continue in the relationship (Jungbauer & Angermeyer, 2002). That is, 
individuals appear to need to modify their assumptive worlds in order to fit with the 
reality of the situation they are faced with.
1.7.2.2 Resistance to change: an attachment perspective
According to Parkes (1971), when an adult who is in a relationship develops mental 
health difficulties, this may be experienced as a loss in terms of the relationship and 
the partner they once knew. Parkes suggests that the loss felt during transitional 
periods may be likened to losses experienced in childhood. Bowlby (1969) 
postulates that young children who experience significant separation from their 
mothers react with anger towards the lost carer, with such feelings potentially 
continuing even upon their return. Likewise, adults who are going through a marital 
breakdown may react with anger and denigration of the partner which Parkes (1971) 
suggests is a natural process. By locating the blame in the other, the person defends
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their own identity but risks not getting in touch with their own feelings and adapting 
to a new reality.
1.6.3 Posttraumatic growth
Posttraumatic growth “refers to positive psychological change experienced as a result 
of the struggle with highly challenging life circumstances” (Tedeschi & Calhoun 
(2004), p. 1). Drawing upon Parkes’ (1971; 1999) description of the assumptive 
world, Tedeschi and Calhoun (2004) suggest that the extent to which posttraumatic 
growth may be achieved is dependent on the way in which the individual is able to 
negotiate their new reality in the aftermath of a major life event. The authors suggest 
that difficulties may arise when fundamental aspects of the assumptive world are 
disputed, including assumptions about the extent to which the world is predictable 
and controllable. Whilst experiencing the transition of a major life event, growth 
may occur through the process of cognitive restructuring whereby schema are 
produced that encapsulate both the changed reality and subsequent future leading.
While offering useful insights into the processes which may underpin transition, 
limitations have been considered in relation to Parkes’ (1971; 1999) theory. For 
example, research emerging fi-om the field of bereavement has highlighted the 
adaptive role of retaining bonds with those who have passed (e.g. through past 
memories and images), as opposed to surrendering them to maintain congruence with 
reality (e.g. Neimeyer et al. 2006). In this way, loss is not considered to be a process 
that necessarily ends and from which one completely recovers but a process driven 
by the construction and reconstruction of personally meaningful bonds (Klass et al. 
1996). Despite this, Parkes’ (1971; 1999) theory has been commended as a 
framework which represents a departure from literature describing certain life events 
in terms of ‘stress’ and ‘crisis’ as there is an acknowledgement that what may be a 
problematic situation for one person may be a positive one for another (Lowes et al. 
2005; Parkes, 1971; 1999). This enables health professionals to adopt a more 
holistic approach to exploring transitions (Lowes et al. 2005). Although the concepts 
of PST and post traumatic growth have been applied to research exploring various
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phenomena including the unification of couples experiencing ill-health such as 
cancer (e.g. Manne et a l 2004), they are yet to be applied in research exploring the 
experiences of individuals witnessing their partner develop FEP.
1.7.4 Life transitions and psychosocial development
Similar to Parkes (1971; 1999), Marcia (2010) postulates that during a life transition, 
the change an individual is faced with triggers feelings of loss, as the person is 
confronted with an altered view of themself and the world they once knew. Marcia 
(2010) extends Parkes’ theory though to consider stressful life events and transitions 
within the context of overall lifespan development.
1.7.4.1 Identity throughout the adult life cycle
According to Marcia (2010), as a person emerges into adolescence, identity 
formation is essential as the individual is expected to make both physical and social 
transitions. The author suggests that towards late adolescence, an identity is formed 
that is hopefully now consolidated and engaged with the world. Two significant 
processes are suggested to underpin identity formation: the exploration of alternative 
beliefs and an ensuing commitment to a chosen series of alternatives. Drawing upon 
the statuses of ‘identity foreclosure’ and ‘identity achievement’ within adolescence, 
Marcia (2010) offers useful insights into the experience of transition during 
adulthood. The author proposes that throughout adulthood there are unexpected, 
disequilibrating events that may occur such as divorce. It is suggested that for 
individuals who reached identity achievement and remain open to future change, a 
re-formulation of identity takes place in conjunction with the challenges faced by 
each developmental period (Marcia, 2010). For the foreclosed individual, Marcia 
(2010) expresses that a psychological stasis may occur as the person may feel too 
anxious to undergo the changes they are confronted with and ignore information 
incongruent with their existing identity structure.
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As highlighted above, the concept of identity change in the context of individuals 
caring for a partner with dementia has previously been explored in research 
(Robinson et ah (2004). As aforementioned in previous discussions of FEP, family 
members may attempt to ignore symptoms in their relative and engage in strategies 
of cognitive avoidance (Onwumere et al. 2011). This may be indicative of 
individuals striving to convince themselves that nothing has changed, thus preserving 
their own identity and perception of the developing situation (Marcia, 2010). 
However, while adult development in the context of psychosocial transitions has 
been studied in other areas, it is yet to be explored within FEP and the experiences of 
partners.
Whilst considering the theoretical value of psychosocial development within 
adulthood, Marcia’s (2010) concept of identity is not without criticism. It is 
suggested that the original formation of Marcia’s identity statuses (1966) does not 
adequately explain the process of identity formation, with each status being 
perceived as narrow (van Hoof, 1999) and therefore potentially exclusive. 
Furthermore, these statuses have also been considered to lack cultural sensitivity 
(Sneed et al. 2006) and not fully take into account broader sociological factors. 
(Coté & Schwartz, 2002). Despite these flaws, Marcia’s understanding of identity 
formation continues to be used within research, developing our understanding of 
various human phenomena (e.g. Schwartz et al. 2011).
1.7.5 Caregiver identity: a conceptual framework
Drawing upon research within the older adult literature, Montgomery et al. (2007) 
proposed the concept of caregiver identity, a framework which acknowledges 
common factors within the caregiver role which may be underpinned by individual 
differences pertaining to cultural and familial elements. It is suggested that such a 
framework may assist services to understand causes of caregiver distress and 
facilitate targeted support (Montgomery & Kosloski, 2009).
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1.7.5.1 Identity Change
Montgomery and Kosloski (in press) view identity as a set of meanings related to the 
self within a social role or situation that characterises an individual’s perception of 
themselves. One of the key premises of caregiver identity theory is that identity 
change occurs as a result of incongruence between the caregiver’s role before the 
onset of illness in the family member and after. That is, the activities that a caregiver 
may find themselves engaging with in relation to their family member become 
discrepant with their previous role identity.
The authors postulate that the distress caused by the discrepancy between a person’s 
behaviour and self-view, drives an individual to resolve such difference and achieve 
identity stability. It is suggested that such distress may be relieved through a process 
of identity change. This process may involve periods whereby role identity is 
maintained through slight adjustments in perceptions or behaviour and periods where 
new norms for behaviour are accepted, enabling changes in caregiver identity to 
occur. In this way, caregiver identity theory relates to that suggested by Parkes 
(1971) and Marcia (2010) given the assumption that during transitional periods faced 
by caregivers, an individual may alter their sense of self in order to instil congruence 
between the reality of a situation and one’s identity.
The emergence of the concept of caregiver identity reflects the rise in attention paid 
to carers within legislative and policy arenas (e.g. DoH, 2010); however it is 
important to consider the limitations of such paradigm. For example, this theory 
seems mainly concerned with how the practical caregiving tasks shift in the 
relationship and influence identity change. Therefore, it perhaps neglects how the 
emotional and relational dynamics may influence such change. Furthermore, as 
aforementioned, the term carer as an operational concept has been met with criticism, 
particularly as it suggests a distinction away from family life and appears to ignore 
the relationship in which the care is experienced (Henderson, 2001). Furthermore, 
while caregiver identity theory acknowledges that the experiences of caregivers may 
differ greatly, use of the term caregiver may imply homogeneity of experience.
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Whilst carer identity theory can provide useful insights into family reactions to 
engaging with a caregiving role, it has only been researched within the context of 
older adults. Therefore it remains unclear whether such a dynamic occurs for 
individuals who experience their partner going through a first episode of psychosis.
1.8 Current study
So far, the experiences of partners of people who are in the early stages of psychosis 
remain a neglected area of research. Generally, the broader literature exploring the 
systemic impact of health-related stressors on partners emphasises the potential 
adverse impact of ill-health on couples, which has led to the development of a variety 
of therapeutic interventions that includes partners (Martire et al. 2010). This raises 
concern over the paucity of research exploring the impact of FEP on partners, 
particularly as it is recognised that the systemic difficulties that may occur varies 
between condition (Yorgason, 2010). Within the field of psychosis, existing 
literature has primarily focused on exploring partners of individuals with more 
enduring mental health difficulties such as schizophrenia and bipolar disorder. 
Consequently, questions remain in relation to the needs and experiences of 
individuals faced with the onset of psychosis in their partner, how this transition is 
negotiated and how, if at all, this affects their relationship. Developing a better 
understanding of partners of individuals with FEP will help inform services in a more 
meaningful way, not assuming their concerns will be similar to those of families 
caring for individuals with more chronic psychosis (Iyer et al. 2011).
The aims of the present study will thus be twofold. First, to address the gap in 
research by adding further knowledge to an existing body of literature investigating 
the effect of mental health difficulties on family members. Second, to specifically 
focus on exploring partners' experiences of being with an individual with early 
psychosis. The objectives of the research will therefore be to: introduce the
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subjective views of individuals living with partners who have recently developed 
FEP, and to introduce a fiirther qualitative perspective into the study of FEP.
In spite of the family-inclusive approach advocated to underpin services for 
individuals with FEP (DoH, 2001; NICE 2009), provision of care varies and despite 
the evident impact on partners, it appears that partnership-specific issues are 
relatively overlooked by services. By introducing the subjective perspectives of 
partners to this area of research, it is anticipated that this study will inform the wider 
development of mental health services and family intervention initiatives, while 
contributing to theory development regarding the potential effects of mental distress 
on family members. This is in line with recent government policy which advocates 
mental health services addressing both the needs of the individual and family 
members (DoH, 2010).
1.9 An interpretative phenomenological approach
To help explore how partners experienced being with an individual who had recently 
developed psychosis, a qualitative approach was adopted. This approach is said to be 
suitable as it allows for a more complex understanding of phenomena to be 
developed which is sensitive to contextual issues (Boydell et al. 2010). It is 
recognised that there exists a lack of qualitative research within the field of FEP, 
which may be inhibiting our understanding of how interventions are experienced and 
implemented in services. Through the use of semi-structured interviews, participants 
recruited in this research may be facilitated to provide a detailed, idiosyncratic 
account of their experiences (Smith et al. 2009). This method of data collection was 
deemed appropriate as it enables a flexible dynamic, whereby the participant can lead 
the interview while the researcher follows leads not foreseen beforehand (Smith, 
1995).
To analyse the data, an Interpretative Phenomenological Analysis (IPA, Smith et al. 
2009) approach was considered suitable. IPA is interested in exploring individuals’
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subjective experience, looking beyond the structure of language and attending to the 
personal meaning people give to phenomena. There are three theoretical 
perspectives that underpin IPA: phenomenology, hermeneutics and idiography. 
Phenomenology is the study of human experience expressed in its own terms, with 
each individual encapsulating their own perspectives and meanings through their 
unique lived experience and relationship to the world (Smith & Eatough, 2006).
Hermeneutics is concerned with the interpretative process which underpins meaning- 
making (Smith & Eatough, 2006). IPA highlights the active role of the researcher as 
they engage in the interpretation of the data collected (Smith & Eatough, 2006). 
That is, it is the role of the researcher to gain access to an individual’s lifeworld 
through a process of interpretative analysis (Smith et ah 2009). Given the dynamic 
role of the researcher, IPA acknowledges a double hermeneutic process which refers 
to the activity of the researcher trying to make sense of the participant’s experience, 
while the participant themself tries to make sense of their own world (Smith et al 
2009).
Idiography is concerned with capturing particular instances of lived experience 
(Smith & Eatough, 2006). In this way, the contributions IPA studies make to the 
field of psychology is considered significant, given that such research is able to 
portray the complexities of human experience (Smith et al 2009). Based on an 
idiographic approach, with each participant’s account being attended to in detail, an 
exploration of similarities and differences across individuals may occur so that 
patterns of shared experiences may be exhibited and unique narratives maintained 
(Smith & Eatough, 2006).
In line with the recovery approach which is regarded as the guiding principle for 
mental health service delivery (Shepherd et a l 2008); if clinicians regard service- 
users as experts-by-experience and aim to promote person-centred approaches, 
accessing participants experiences through an IPA approach seems necessary in this 
study given the lack of research as described above.
Major Research Project Research Dossier
152
1.10 Research questions
In order to fulfil the aims and objectives of the proposed research, the study is 
concerned with exploring the following questions:
1) How do partners experience being with an individual who has recently 
developed psychosis?
2) How, if at all, do partners perceive psychosis to have impacted on themselves 
and their relationship with their partner?
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2. METHOD
2.1 Participants
Participants were recruited from two EISs within one NHS Mental Health Trust. In 
accordance with IPA, purposive sampling (Smith, 2003; Smith et a l 2009) was 
utilised. Purposive sampling refers to the selection of participants based on the 
premise that they may offer some insight into a particular experience. When 
recruiting participants, homogeneity was also considered. In line with Smith and 
Osborn (2008) in relation to qualitative research, the sample was considered 
homogenous in that all participants had experienced the same phenomenon. That is, 
they were all considered to be partners of people who had recently developed 
psychosis.
Care was taken to recruit individuals who were:
1. In a relationship with the service-user.
2. In a relationship whereby the onset of the participant’s partner’s psychosis 
should have occurred during the course of their relationship.
3. In their relationship for a minimum of one year.
4. Cohabiting with their partner during the time of recruitment.
5. In their relationship since their partner developed psychosis.
6. 18 years old or over.
7. With a service-user whose primary difficulty was first episode psychosis, 
although service-users may have had other difficulties or diagnoses.
8. With partners awaiting treatment following assessment or in the process of 
being treated in the EIS.
Participants were excluded from the study if: they had a recognised learning 
disability, either or both partners lacked capacity to give informed consent, or 
participants could not speak English without the need for an interpreter.
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In line with Smith et al (2009), this qualitative study aimed to capture the 
complexity of the phenomena under investigation as opposed to obtaining a 
representative sample from which to generalise. As such, a sample of six 
participants agreed to be recruited. Such number was considered adequate given 
IPA’s dedication towards producing a detailed level of analysis (Smith et a l 2009; 
Reid et a l 2005). Fewer participants allowed for adequate time for data collection, 
transcription, analysis and reflection (Smith et a l 2009).
Sample demographics can be seen in Table 1. Despite the increased likelihood of 
young men developing FEP compared to females (Harris et al 2005), it is of note 
that five out of six participants were male partners. Furthermore, all participants fell 
within the upper age range of those seen within EISs (EISs see individuals between 
the ages of 14-35). All participants were in heterosexual partnerships.
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2.2 Recruitment
Eligible partners who met the inclusion criteria were identified by the Clinical 
Psychologists at the EISs. There were two methods of recruitment: I) If the partner 
was in contact with the service, then consent from the partner only was required; and
2) If they were not in contact with the service, consent from both the service-user and 
partner was required.
Participants were invited to take part in the study either directly through a member of 
staff working with them or via their partner, the service-user, depending on the route 
of recruitment. Where applicable, service-users and partners were provided with a 
cover letter (Appendix B and C) and participant information sheet (Appendix D and 
E). As instructed on the information sheet, participants were invited to respond 
directly to the researcher if they were interested in taking part.
2.3 Ethical issues
The study was given a favourable opinion by a National Research Service Ethics 
Committee (Appendix F), the relevant NHS Trust Research Development Committee 
(Appendix G) and the University of Surrey Advisory Committee on Ethics 
(Appendix H). The study was conducted in accordance with the principles of the 
British Psychological Society Code of Human Research Ethics (British 
Psychological Society, 2010). Appendix I summarises the main ethical issues within 
the study.
2.4 Procedure
2.4.1 Semi-structured interview schedule
A semi-structured interview schedule (Appendix J) was constructed in order to gain 
insight into participants’ experiences. Questions in the interview schedule were
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underpinned by the review of relevant literature. Brief participant demographic 
information was collected prior to commencing the interview (Appendix K).
2.4.2 Interview
Prior to each interview, participants and service-users (where applicable) gave 
written informed consent to take part in the study (Appendix L). All interviews took 
place at the participants’ local EIS. Interviews lasted between 90 and 180 minutes. 
Each interview was audio-taped and transcribed verbatim. The interview schedule 
was used as a guide with participants being prompted further on the individual issues 
they each raised (Smith et al. 2009). This enabled the unique experiential world of 
each individual to be explored (Smith & Eatough, 2006).
2.5 Credibility of the research
The four broad principles for assessing the quality and credibility of qualitative 
research as proposed by Yardley (2000) were followed throughout the research and 
are described below:
2.5.1 Sensitivity to context
Consideration of the methodology and ethical issues within the research demonstrate 
sensitivity to context. A review of relevant literature as illustrated in the introduction 
enabled the research to be firmly situated within the realm of psychosis and clinical 
practice. Throughout the interview process, all reasonable steps were taken to ensure 
that participants felt comfortable, with the risks of participating in the research made 
explicit, as well as avenues of support. Furthermore, a considerable amount of 
verbatim extracts have been incorporated in the results section in order to bring life 
to the arguments made.
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2.5.2 Commitment and rigour
The analytic process took place over a number of weeks, with transcripts being re­
read, themes being modified accordingly, and a process of continuous reflection 
taking place. Such reflective practice enabled a dedicated awareness of the 
participants’ individual narratives to take place, ensuring that a coherent construction 
of their stories emerged.
2.5.3 Transparency and coherence
The stages of the research process, interview schedule and extracts of the analytic 
procedure have been exemplified in order to demonstrate transparency. Supervision 
fi"om both university and field supervisors was fi*equently used in order to facilitate 
the writing up of this research and to ensure coherence of the research presented.
2.5.4 Impact and importance
The Coordinator of Service-user and Carer Involvement within the University of 
Surrey and the Carers Project Coordinator at a local MIND charity were consulted 
during the generation of materials used in this study. Their expertise were used to 
critique the relevance of this study in relation to current policy drivers and the wider 
context of the mental health arena.
2.6 Analysis
Each transcript was analysed according to the principles of IPA (Smith et al. 1999; 
Smith & Osborn, 2008). The analysis consisted of a number of stages. Firstly, each 
transcript was read and re-read in order to develop a close understanding of the 
issues raised. During this stage, preliminary interpretations and emerging points and 
processes were summarised in the left-hand margin (Appendix M). The second stage 
involved revisiting the transcripts, drawing out tentative themes or key words which 
demonstrated any concepts indentified. These were annotated in the right-hand
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margin of each transcript (Appendix N). The third stage involved listing the 
emerging themes found across transcripts and looking for connections between them. 
Themes were discarded if they were not deemed as relevant to the research question, 
or if there was a lack of evidence (Smith & Osborn, 2008). Of the preliminary 
themes found across transcripts, these were clustered together, forming higher-level, 
broader themes. These ‘super-ordinate’ themes were given qualitative labels which 
were considered to be representative of the sub-themes within them (Smith & 
Osborn, 2008) (Appendix O).
2.7 Personal reflections
In line with assessing the credibility of qualitative research and promoting 
transparency around the position of the researcher (Yardley, 2000), I offer a brief 
reflective account of my assumptions, motivations and experiences over the course 
of the research.
My curiosity surrounding partners’ experience of FEP began during my first year 
placement in an EIS. Of those service-users who I worked with individually who 
had partners, I was struck by the interpersonal difficulties which manifested in their 
relationships. I wondered about what partners may be experiencing, who hears about 
these experiences, and where, if at all, they received support. Such thoughts formed 
the motive for the current study.
The perhaps negative impression that I had of the impact of psychosis on 
relationships seemed to be reinforced by literature that I read surrounding the impact 
of ongoing health difficulties on partners. Such perception may have influenced how 
I interviewed participants and the analytical process, with my attention perhaps being 
drawn less towards more positive discourses. However, using supervision, I 
attempted to keep as close to presenting participants own experiences as possible, 
using quotes to bring their stories to life.
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3. RESULTS
Whilst all participants differed in their social and demographic backgrounds, certain 
commonalities were identified throughout the data. As such, three super-ordinate 
themes were developed: The Self versus the Psychosis, Living in the Relationship 
with the Psychosis and Looking to the Outside for Support. Each super-ordinate 
theme and its component sub-themes will be discussed below, with each being 
supported by anonymised extracts from the transcripts.
3.1 The self versus the psychosis
This theme describes the interaction between the partner’s sense of self and the 
psychosis. Participants described entering into a battle with the psychosis, 
illustrating how they had been affected both behaviourally and psychologically. It 
also depicts how participants attempted to make sense of what they often termed the 
'^'illness'’'’ and their attempts to take control of the situation, or indeed their adversary, 
the psychosis. The notion of externalising the psychosis as an adversary which 
participants fought to control and overcome is exemplified by Lucy. Lucy described 
the psychosis as having engulfed her and her partner and having to struggle against it 
to try to regain her own as well as her partner’s wellbeing. Such struggle seemed to 
be alleviated by her therapist who she described as ‘the ladder’.
“...to use a metaphor, there was a point when I  felt like Sam was in the 
bottom o f a long black hole and then I  looked over the edge and fell down 
as well and then I  felt like someone threw down a ladder and 1 was 
climbing up the ladder and pulling him up with me, but then there was a 
point when I  thought I  can’t actually carry him up this ladder as well as 
myself, so I ’m going to get to the top and then from the top I ’m going to 
help him up from there. ”
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3.1.1 Burden
Overall, participants described an increased sense of ’^'burden” and “‘pressure'' 
relating to the running of the household and feeling responsible for the mental health 
of their partner.
With the increased sense of responsibility surrounding the household, an emerging 
feeling of inequality seemed to manifest. For example, Lucy described needing to 
take on the responsibility for daily life herself, perhaps not trusting her partner’s 
ability to take control:
“...it was much more mutual and equal in everything that we did. We 
would take turns in things or we would split the bill or share the financial 
responsibilities but also the responsibilities for other things. Whereas 
now...I feel I  take on the burden o f things. Even just things like buying 
Christmas presents or you know, i f  I  didn’t do it, I  don’t think it would 
get done, yeah or changing the bed sheets or washing the towels or you 
know i t ’s like I  just yeah, sometimes it’s just like “these things are so 
tedious, why do I  always have to do these things? ”
Financial pressure was described by all participants. Participants described coming 
to terms with a new monetary situation in their lives once their partner had stopped 
working due to the psychosis:
“There is the financial pressure o f working and being the sole bread 
winner and there’s also the pressure o f Joanna’s mental health and 
wellbeing and that’s not obviously just coming from her, its coming from 
her family and it’s coming from me. You know, i t ’s a lot o f  pressure 
knowing that you play a big part in someone else’s mental health. ” 
(John)
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Participants spoke of the consequences of their partner’s psychosis on their own 
lives, such as being forced to renegotiate employment as a way of supporting their 
partner:
“So after she’s had psychosis, or psychotic event in October, that’s when 
I  realised that I  clearly have to make a pretty big change in what I  can do 
with my work and that’s why I  got the new job, Monday to Friday, 
weekends o ff because I  wanted to spend more time at home and that’s 
how it’s worked out. ” (Jake)
In addition to adopting an increased sense of responsibility surrounding the general 
running of the household, participants spoke about feeling a need to be hypervigilant 
with regards to monitoring their partner’s mental health. This responsibility was not 
necessarily static however, appearing to shift depending on the point of their 
partner’s recovery:
“So when Hazel’s in an episode, that’s when I  would say I ’m most like a 
carer whereas at the moment i t ’s not a carer at all, I  go to work unless 
she’s had a really bad day, you know generally she’s at home. I ’m not a 
carer, i t ’s only when she’s in an episode there are kind o f two 
distinctions. You just don’t have time to think about anything else really, 
your total focus is on this one thing which is first o f all trying to stabilize 
them because it is kind o f at times not necessarily a crisis but you know 
just trying to calm someone down and break that cycle o f this really deep 
rooted completely absorbed in their own mind and you just want to try 
and get them out o f  that, so really that’s your life. ” (Tany)
Feelings of being unsupported emerged from most participants’ descriptions, 
perceiving that they could not ask their partner for support, either because they 
believed their partner was too vulnerable to cope or because they perceived a lack of 
reciprocity. In other words, they did not believe that their difficulties would be 
listened to. The notion of coping alone seemed to add to the sense of burden and
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responsibility. For example, John indicated that he could not share negative feelings 
such as anger with his partner, repressing some of his feelings due to the belief that if 
he did, it may prevent his wife’s recovery:
“I f  I ’ve had a really bad day or i f  she’s pissed me o ff or i f  I ’m just really 
angry, I  can’t just, I  can’t necessarily behave in the way I  would have 
done previously because that’s going to be counterproductive for  
Joanna. ”
The responsibility for their partner seemed to bring about a change of role, with some 
participants describing a carer-caree dynamic, parent-child dynamic or describing 
their partner as their patient. Lucy described a discrepancy between her perception of 
how a husband and wife should interact and how she was living her life since the 
onset of psychosis in her husband:
“Well, more like carer and caree I  suppose. I  don’t know, making sure 
that people get up and get dressed and have a shower and eat properly I  
don’t think generally that’s what wives do for husbands as they sort o f  
manage to do that themselves. ”
All participants spoke of moments of feeling culpable for their partner’s illness. 
Feelings of blame seemed to compound their sense of responsibility for their 
partner’s mental health. For example, Jake believed that he had the power to both 
create and control the illness:
“...she was fine before she met me, we got into a relationship, we got 
married and then she has a psychotic episode. I ’m the only constant in 
that, so was it my fault that it happened? Was it my decisions that 
caused it and I ’ve got to face up to it...had I  realised sooner that her 
coming home from work every day and crying was the build up to 
something more serious and had I  o f done something about it then I  
could have stopped it from happening. ”
Major Research Project Research Dossier
164
3.1.2 Subjugation o f  self
Participants described a process of negotiating and adapting their beliefs and 
behaviour towards the psychosis and their partner as a way of coping with the 
presence of psychosis within their life.
As the participants reflected upon the dynamics shared between themselves and their 
partner, they described a tendency of putting their partners needs before their own 
and ‘forgetting themselves’ in order to manage the illness. It was as if participants 
perceived that there was not enough room to reflect upon their own difficulties, as 
well as their partners and that reflecting upon themselves would prove futile in their 
situation:
“...you kind offorget about yourself i t ’s just about them, i t’s just about 
my wife getting better that’s all it became really, that’s all I  cared about,
I  didn’t care about how I  felt. And then you tell yourself to get over it, 
there’s no point in feeling sorry for yourself and moping around you 
know, i t ’s not going to help anybody. ” (Aasif)
In putting their own needs aside, some participants spoke of needing to distance 
themselves from their emotional self in order to be able to function and “deal with 
everything". Tony described an active distancing from his own emotions, believing 
that feeling negative could have an adverse effect on his wife’s recovery:
“...it stands to reason that i f  you’re very negative or not offering much 
support all the time then it’s going to be harder for someone to make a 
recovery. So I  guess I  just don’t really think about how I  think about 
these things you know, I  don’t really dig too deep into my own emotions 
about it Ijust think about Hazel... ”
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Some participants attempted to focus their thoughts on the positive, whereas others 
put their experiences into a different perspective to minimise the severity of their 
reality:
“...yes i t’s difficult John but you’re not getting your arms chopped o ff in 
Rwanda or something like that” (John)
Roland described being consumed by other priorities in his life, focusing on the 
practicalities of life in order to cope. In this way, there seemed to be no space or 
time to think about his emotional self:
“I  didn’t have much time to reflect, I  had two little kids at home, I  had a 
wife who was in hospital and I  had a job as well which was quite intense 
at the time, lots o f responsibility, so it was quite an intense time”
When Roland’s responsibilities subsided giving him more time to reflect on the 
situation, he described developing depression himself:
“So once the situation got a bit more under control and my wife could be 
left alone and take the kids to school and things like that I  immediately 
developed reactive depression which I  mean I  realised that, that I  was 
sliding into depression and I  went to see my GP. ”
3.1.3 Making sense o f  the illness
While the majority of participants referred to their partner as having an “illness”, 
other words used to describe the psychosis included “episode”, “weakness” 
“breakdown ” and “chronic disease ”. Despite the variance of these descriptions, all 
participants seemed to engage in a process of trying to make sense of the psychosis. 
This was in terms of understanding how it may have manifested, contemplating their 
relationship with the illness and how they have attempted to take control of it, or 
conversely how they have felt controlled by the illness.
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In terms of how participants made sense of the psychosis, some participants 
recognised that there may have been a build of up of stress prior to its onset. As 
such, many participants reflected upon the notion of “hindsight" and if at the time 
they recognised the stress that their partner was under, perhaps they would have been 
able to prevent the psychosis from occurring.
“...had I  been aware o f the issues I  would have been able, I  don’t think 
she would have had a psychotic event... She wouldn’t have started 
training to run a marathon, she wouldn’t have started on the board for  
the residents association, she wouldn’t have taken on a Saturday job  
working in a school..., sometimes working on Wednesday night as well, 
she was also doing flamenco classes. She was doing so much, she was 
trying to pack everything in... ” (Jake)
Others recognised that perhaps there was some kind of pre-existing vulnerability in 
their partner that may have led to the illness. For Aasif, such acknowledgment 
seemed to be reassuring, as it allowed him to dilute some of the feelings of blame and 
culpability for the onset of the illness that he was experiencing himself. Initially, he 
reflected upon gender as a way of explaining or justifying his wife’s labile mood 
leading to the onset of her psychosis:
“Throughout our marriage she had ups and downs and I  could never 
understand it, I  thought it was a bit strange but then I  thought she’s a 
woman so i t ’s ok. But when she had her episode, it highlighted the fact 
that she had some sort o f weakness in her psychology, she most likely 
had been suffering a degree o f depression already ...It made me relieved 
in a way because I  finally understood why she behaved in a particular 
way...I was always kind o f wondering is it something I  did or said. And 
you know if  you can kind ofput a label on something it kind o f makes you 
stop worrying. ”
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Initial reactions towards the illness included feelings of “shock", “confusion" and 
“trauma". For Roland, it seemed as if he entered a state of denial, where he avoided 
thinking about the reality of the situation in order to cope:
“In those situations I  go into emergency mode, so I  don’t reflect much 
and go “oh my god” and stuff like that, I  just function. I  think i t’s like 
when you have an accident, the first couple o f minutes when you don’t 
realise the pain you just do whatever is needed, you ’re on autopilot, so I  
think that’s the best way to describe it. I  think I  was calm, very rational, 
but in shock, there was no doubt that I  was in shock. ”
John seemed to suggest that the initial emotional state he was in appeared to be 
compounded by the experience of his partner first entering hospital. More 
specifically, his expectations of what he thought would happen, did not:
“That’s what I  thought would happen, i f  you take her to hospital, 
someone will inject her, kind o f like Victorian times and she ’II come 
round and we ’II be “there, there dear ”. You know, but it just escalated, 
it was a horrible experience, it just escalated and escalated. You know, 
being on an A&E ward with someone who’s losing their mind, I  mean 
that doesn’t help the situation does it. ”
Jake suggested that it was his perception of mental health difficulties that also 
impacted upon his emotional state. As well as coming to terms with the changes 
observed in his partner, there was also a sense of having to contend with entering 
mental health services and the hospital environment:
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“...you’ve got other people coming in who have got mental health 
issues...people will just talk to you there and it’s like “right ok I  guess 
I ’ve got to talk to you” because i f  you don’t you don’t know what the 
reaction is going to be you’ve got this fear about, ” ok well i f  I  don’t talk 
to you you ’re going to stab me aren ’t you? ” and that’s totally irrational, 
totally horrible and totally unfair, but... I  just remember being in that 
awful situation. ”
Shortly after the initial onset of the psychosis, some participants described a dilemma 
between wanting to provide support for their partner, however, not knowing what to 
say or do. Jake, described entering a state of confusion and fear surrounding how to 
react to his partner and a situation he had never had to deal with before:
“She was just constantly crying I  didn’t know what to say or do, how to 
react to her, I  didn’t know whether to go down the softly softly route o f  
i t’s ok, or do you go pull yourself together, come on you ’re not dead, 
you ’re not in pain, cheer up. Ijust didn’t know. It was awful, it was the 
whole fear o f the not knowing. ”
After the initial onset of the psychosis, participants seemed to go through a process 
of finding their own way of trying to take control of it, developing ideas surrounding 
‘what works’. Lucy described a myriad of support strategies which served not only 
to retain her partner’s connection with his own support network but also to alleviate 
her feelings of concern about his welfare. Where she was unable to be physically 
present, Lucy structured these strategies trying to be omnipresent in all areas of his 
life:
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“Checking in on him... just seeing how he’s feeling, what he’s doing...So 
you know, making sure that he’s got some sort o f structure ...So i f  I  know 
I ’m not going to be in I ’ll see i f  he’s doing something or i f  I ’m working 
away I ’ll regularly text him and ring him on my lunch break just so he 
knows that I ’m still present even though I ’m not physically there. I ’ll 
make sure that he’s eating healthily, eating proper food arid i f  I ’m there 
I ’ll buy healthy food and make food... also checking in that he’s keeping 
in contact with people...so I  know h e’s not neglected in his support 
network. ”
Aasif described developing the ability to recognise early warning signs in his wife 
and ensuring that certain support strategies were always in place. Such strategy 
seemed to be a common theme for all participants as they appeared to try to prevent 
the psychosis from occurring:
“I  don’t treat anything as trivial when it comes to Nadia, but I ’ve learned 
to spot early signals, so even i f  i t ’s like I  [referring to Nadia~\ haven’t 
been for a massage for a month I ’ll be like “right book yourself in this 
weekend”. Because Ijust know that i f  she leaves things like that, i t ’s just 
going to lead on to several other things, I  just know it’s going to happen 
so I  try and stop things from happening as quickly as possible. ” (Aasif
The initial confusion experienced by many of the participants appeared to lead them 
on a journey of trying to seek information about psychosis through various means 
such as the library, internet, and speaking to health professionals. This venture 
served to make the unknown more tolerable as they sought to find answers to their 
increasing questions:
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“I  looked up about do people recover from this, that’s one o f the things I  
thought, how long does this go on for...I read that some people do get 
over it they just have one episode and generally just carry on and I  was 
praying and hoping that that would be the case but it did say that some 
people can have frequent episodes and it can develop worse. So at that 
stage it was a real unknown, it was like I  was like staring into this big 
abyss where 1 didn’t know what was going to happen... ” (Tany)
Through developing coping strategies surrounding how to manage the psychosis, the 
participants reported feelings of empowerment and that they had assumed some 
control of it. This was particularly the case for participants who had experienced a 
relapse:
“it was like the third time I ’d  been through it so honestly I  just took it in 
my stride, literally I  was like here we go again, it was, there was no 
panic there or anything like that, Ijust thought she’s ill again, you almost 
get into a routine, you think she needs to rest, I  need to stay with her, 
she’s going to be jabbering she’s going to be saying some nonsense, 
ignore it ” (Aasif
Such feelings of empowerment, however, also seemed to coincide with feelings of 
frustration, particularly if it was perceived that the partners were not cooperating 
with them or if they perceived that the partner should be well when they were not 
experiencing a psychotic episode.
“She’s such a reluctant and bad patient. I f  she did what I  told her to do 
she would be better so much quicker. ” (John)
The notion of feeling confused about distinguishing between how to react towards 
partners after their episode was also reflected by Lucy, as she struggled to understand 
what might be the personality of her partner or the psychosis. She reverted into a 
state of constantly questioning herself:
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“ ...sometimes I  don 7 know what is still a part o f  his mental health issues 
or what is just him, you know, is he really too ill to take a wet towel o ff 
the bed or is he just saying that? ”
Despite feelings of frustration and confusion, whilst attempting to make sense of the 
situation some participants spoke about the positive impact of psychosis on 
themselves, reflecting upon a new found inner strength having lived through a 
“cataclysmic change". Some participants developed a way of seeing life through a 
more positive lens, expressing that the psychosis had given them the opportunity to 
view life from a different perspective:
“...putting what’s important in your life into perspective, really valuing 
health, really valuing the relationship. You know it really crystallises 
your thoughts as well about how temporal life can be. You know when it 
first happened to Joanna thought anything could have happened, I  
thought she could have died, stayed unwell forever. So, when she sort o f  
came back to normal relatively quickly it was like a miracle, it was a 
blessing...when you go through something difficult and you survive and 
you come out the other end, i t’s inspiring, motivational. ” (John)
3.2 Living in the relationship with the psychosis
The experience of living in the relationship with the psychosis highlights how 
participants renegotiated their lives in light of a third presence, the psychosis, in their 
relationship. This is exemplified by Roland who describes psychosis as an external 
force which had the power to alter his wife’s personality, adding further complexity 
to life:
“You realise that you’re living with a chronic disease that actually 
affects his or her personality in unpredictable ways, that’s w>hat makes it 
really difficult... ”
Major Research Project Research Dossier
172
The following themes depict participants’ perceptions of how their relationship has 
grown and evolved since the onset of their partner’s psychosis. Participants seemed 
to go on a journey of reminiscing and perhaps mourning the loss of their past 
relationship, to thinking about the present day and future path of their relationship.
3.2.1 Loss o f  past relationship
Throughout the interviews, participants seemed to go through a process of comparing 
their present life to their past, before the onset of psychosis. Participants spent time 
reflecting upon the partner they once had and how their life took on a new dimension 
as a result of these changes:
‘T mean she was very different then as she is now. I  mean hack in 2003 
she was very hard working, driven, dynamic, passionate, I  mean she’s 
still quite feisty but you know she invested a lot in her work, she was 
quite sort o f manic in her approach to work. She was kind o f  more 
fearless, I  guess more sociable. Yeah, she was quite different. ” (John)
Whilst discussing their experiences, participants tended to compare the state of their 
current relationship to how it was in the past, thinking about changes they had 
observed on a relational level. As some participants reflected upon their past, 
idealistic images of their relationship were depicted. This is exemplified by Lucy:
“Yeah it was really good I  mean it was really positive and it was a really 
strong relationship and I  mean we never argued and it was really 
trusting and open and honest and you know it felt like we had the same 
goals and yeah so, it was really good. ”
In Roland’s case, the perception of not feeling able to rely on his wife for support 
seemed to add to a feeling of loss of the partner:
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“...things going on at work I  won’t tell her which I  would have shared 
with her before because I  know she ’II get emotional, she gets emotional 
with things that happen to me, she ’II say oh that’s not fair but it happens 
i t’s just normal life, but I ’m very selective o f  what I  tell her. I  just don’t 
have a partner I  can rely on anymore as a fully responsible adult, she’s 
not a partner anymore to a fu ll extent. ”
Whilst there was some acknowledgement that changes in the relationship would have 
naturally occurred with age, as Lucy described, “even without what happened 
someone being 21 and someone being 35 is very different anyway”, other differences 
were recognised as a direct consequence of the illness:
“There’s obviously not the same excitement or whatever else, the energy 
that you should be spending on each other like love, happiness and doing 
all o f  these weird and wonderful happy things together and the energy 
that you should be spending on that is going a lot towards just keeping, 
trying to support someone, trying to suggest things, trying to work out the 
way aheadfor both o f you. ” (Tony)
John described elements of the social life he had lost which he later explained as 
putting a certain “strain ” on his relationship:
“It has changed aspects o f our social life, i t ’s made it much more 
difficult...I mean we don’t go on holiday with friends anymore, which we 
would have previously and I  used to love. Yeah, and again we still visit 
my family but we can only go down for 24 hours because otherwise i t ’s 
too intense these kinds o f things. ”
3.2.2 Unstable reality
In all participants there appeared to be a sense of fear about the psychosis returning, 
making life unpredictable:
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“...my mind will start going. Is he going to get really had again? Is he 
going to start feeling suicidal again? Is he going to get ill again? Is he 
going to start seeing things, hearing things again? “Is he going to go 
missing? All those things and they’re still there even though it happened 
three years ago. They’re still there lurking around like in the 
background and that’s really difficult to live with on a daily basis the 
presence o f those spectres o f the past. ” (Lucy)
Roland described being in a constant state of alert, living under the shadow of the 
unknown. He described life as an ever-changing temporal experience:
“I  think the really big issue that’s not going away is that you never feel 
the same again, because you ’re aware that it could always happen again.
It may be less likely now, but you ’re never really sure, you never feel 
comfortable that this will ever be over and that is the most impactful 
thing, that you have a different perspective o f life, this is something you 
will have to cope with for the rest o f your life. ”
In reflecting about the potential of his wife going through a relapse, John appreciated 
that while he felt more prepared, there remained an element of doubt:
“I ’d  like to think that w e’re slightly better prepared, w e’ve got 
medication now, w e’ve got a diagnosis, we may be able to nip it in the 
bud sooner. But you just don’t know. ”
As participants described their experiences, there was a strong sense of the legacy of 
the psychosis existing within the relationship, perhaps leading to a sense of life being 
under the control of the psychosis. Tony described his efforts of negotiating with 
the remnants of his partner’s psychosis. In an attempt to adapt, Tony struck a 
balance between accommodating his partner’s seemingly illogical beliefs to support 
her recovery, whilst being careful not to collude nor challenge her:
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“...it’s almost like the baggage from an episode is lingering on into when 
she’s not in an episode i f  you see what I  mean, so that’s another thing for  
me to try and, I  don’t want to convince her that aliens don’t exist, I  don’t 
believe in them myself but what I  tiy to say to her is that’s fine believing 
in them but maybe believing in them and thinking that they’re going to 
cause the end o f the world or something like that is not, and you ’ve got 
no real reason to think that as such, then that’s not very helpful to you 
and i t ’s frustration in knowing she’s thinking these things... ”
3.2.3 Evolution o f the relationship
Whilst reflecting upon their feelings and prospective futures, participants described 
their relationship evolving over time.
Some participants described many positive consequences of going through an 
adverse life event with their partner. For example, some participants described a 
process of growing closer to their partner, as living through such an experience 
facilitated a process of opening up communication channels. Some participants 
described a growing intensity of love towards their partner which reaffirmed their 
commitment to the relationship:
“I  think the episode forced through a really, you know it was a 
cataclysmic change that really forced you to address some o f these issues 
and it made me realise how profoundly I  did love Joanna. You address 
things, it reveals a level o f honesty and truth and it forces you to confront 
each other in a positive way. It inevitably brings you together, I  mean 
trauma does bring people together and she had her own terrible 
traumatic experience, obviously I  had mine but through that it allowed us 
to come to some conclusions about our relationship and what we 
wanted. ” (John)
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From this extract we see that psychosis had the potential to reinforce love, however, 
the following shows that in addition to this, it also had the potential to act as a 
barrier. Some participants seemed to acknowledge that the future of their 
relationship hinged on the wellbeing of their partner, with some participants 
contemplating dissolving the relationship for the sake of their own wellbeing:
“Whereas before I  never would have said that there was never any doubt 
ever that we would always be together, now I  sort o f  feel like maybe we 
won’t and that’s not what I  want, but sometimes I  feel like one has to be 
quite selfish in a way. Because at the point when Sam was really bad 
there was a point where I  fe lt like I  had to choose either I  was going to 
go down with this as well...I’m going to choose to swwive or I ’m 
not” (Lucy)
For Roland, his belief surrounding the need to commit to his relationship for the sake 
of his children was a deciding factor in whether or not he remained in his 
relationship. In other words, his beliefs around parenthood influenced his 
commitment to his marriage:
“I f  it weren’t for the kids I  don’t know what would have happened, I  
certainly wouldn ’t have left her through the psychosis but I ’m not sure i f  
I  wouldn’t consider it now, I  don’t know it’s an unfair thing to say but 
I ’ve just realised that that’s something I  might have contemplated i f  we 
didn’t have kids, just because life’s so much harder. ”
As well as facilitating more open channels of communication to exist within 
participant’s relationships, the existence of psychosis in the relationship was also 
described as blocking communication between couples. Going forward in the 
relationship, all participants acknowledged the challenge of feeling unable to confide 
in their partner on an emotional and practical level due to perceiving them as 
vulnerable:
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“I  come home every day from work and we sit down and we talk about 
the day. 99 times out o f 1001 will not say anything about my day it will 
just be about her day...I don’t think she can handle it, I  don’t think she 
can take on other people’s issues or things like that. That’s something 
I ’ve learned since the episode. ” (Aasif)
As a consequence of the illness, there was recognition jfrom participants that certain 
life goals needed to be renegotiated as a way of maintaining the wellbeing of their 
partner and preventing relapse. This included aspirations surrounding career 
progression, travelling or starting a family:
“I  do want children to have children, but I  sort o f  said to myself there’s 
no way that we ’re having kids until I  can see some sort o f stable level o f  
behaviour really because whilst I  still feel like I  have to worry about him 
and look after him, I  can’t look after a child as well and I  don’t want to 
bring a child into that sort o f environment either where I  don’t know if  
suddenly he’s going to go down again. ” (Lucy)
3.3 Looking to the outside for support
This theme depicts how participants progressed through their own unique journey of 
seeking support from multiple areas, both socially and professionally. However, the 
way in which participants interacted with such support varied. Such variance seemed 
to be underpinned by a number of issues including perceived stigma, perceived 
availability of support or certain attitudes surrounding receiving support.
3.3.1 Social support
All participants expressed that coping with the experience of their partner developing 
psychosis would have been impossible without family support due to the practical 
help that they provided. For example, Aasif described the dilemma he was faced
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with during the sudden onset of his wife’s psychosis whereby he needed to consider 
the welfare of his new bom daughter as well as his wife:
“...in the mean time I ’ve got a few-day-old daughter who basically needs 
feeding with her mother who can’t breast-feed her and I  didn’t have any 
proper milk in the house so I  called up the GP and I  said what do I  do 
I ’ve got a daughter who needs feeding and they said i f  you get to the 
hospital we can give you some emergency bottled milk. So I  was like, my 
mother in law can’t drive and I ’m not leaving my wife alone, so I  called 
up my younger brother who didn’t live very far away, woke him up and 
told him to get over straight away. So this is where the support network 
comes in, I  could just call this guy up and he was like I ’m over in 20 
minutes, so he just bombed it over, I  told him to go to the hospital, told 
him where it was, I  told him what to do, got the bottled milk and then he 
came back and my mother in law then fed  my daughter. ”
Jake described the importance of family support in the context of not being able to 
take time off work to look after his wife himself, perhaps due to not knowing what to 
say to his employers:
“Sarah’s mum came down from  [name of region] so she was there all 
day whereas I  wasn’t allowed the time o ff work because I  didn’t know 
what to say to them, ‘Oh my wife’s had a turn she’s not feeling very 
weir. Unfortunately that doesn’t go down on a compassionate leave 
form and unfortunately I  didn’t know what it was ”
Reflecting upon the importance of family support, Tony recommended that services 
take a proactive approach in looking for individuals who appear not to have a strong 
network of people supporting them and offering targeted interventions for them:
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“...if we didn’t have Hazel’s parents coming down or my parents to talk 
to...I’m not sure I  would have coped as well as what I  think I  have coped.
So that might he more important fo r people to look out for, that situation 
where people don’t have stronger or lots o f  people around them like 
support networks. That needs to he filled in with support groups or 
something like that. Being proactive and offering that sort o f  thing might 
he useful. ”
As well as the family, some participants felt that the experience had opened up new 
avenues of social support, as they described connecting with others who had gone 
through similar experiences. There was a shared belief amongst participants that 
such people would be more understanding and therefore less likely to react 
negatively:
“I t ’s only one colleague that I  spoke to whose brother I  knew had 
suffered with psychosis so I  knew he was going to understand and it 
wouldn’t be a big deal for him, he wouldn 7 think “oh my god oh my god 
I  need to keep away from him ” ” (Roland)
However, obstacles to receiving social support were described by all. Such factors 
included perceiving stigma from others, worrying that friends’ would perceive and 
respond differently to their partner or believing that others would not understand or 
cope with the situation:
“I  think most friends would be supportive but i t’s just that kind of, I  
wouldn 7 want Hazel to be treated differently aftei’wards. I f  they knew 
the full story about what she was thinking then you know some people i f  
they don 7 really understand these things can just think well bloody hell 
they’re mad, they’re talking absolute gibberish and I  didn’t feel that 
everyone needed to know that. ”(Tony)
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Despite participants fearing a negative reaction once they disclosed their partner’s 
psychosis, in reality, no such reactions were described. As such, it appeared that the 
way in which participants interacted with support was be driven by their own ideas 
and concerns as opposed to memories of difficult interactions with others.
A further obstacle for receiving social support was described by Jake. The sense of 
culpability that he felt for his partner’s psychosis prevented him seeking social 
support:
“I  felt as i f  I  had put ourselves in that situation because I ’d caused part 
o f it by not realising it sooner, maybe I  thought I  should deal with it 
myself and I  should try and fix  it, I  think mainly I  wanted to fix  the 
situation and I  didn 7 want to have to rely on other people to get it done. ”
3.3.2 Professional support
As with social support, participants described their own unique process of engaging 
and interacting with professional support.
Only John spoke of actively seeking help with his partner as a couple through 
couples counselling. John discussed the benefits of receiving such support as a way 
of gaining more of an insight into life with his partner:
“...we did [name of private therapy service] for about four or five 
sessions before and we just sort ofgot fed  up o f it and left but I  think with 
her having the relapse, i t ’s forced us to maybe, some o f the things that we 
may have glossed over in the relationship, it’s made us realise that we 
need to go back to ground zero and have a proper therapy session to 
better understand each other as a way o f trying to avoid things 
happening again. ”
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Therefore, the general experience seemed to be that each individual dealt with their 
issues separately, as opposed to working through the experience as a couple. This is 
exemplified by Lucy’s extract below as she speaks about the benefit of seeing her 
own counsellor throughout the process. By her and her partner dealing with their 
own experiences separately, she highlighted the dilemma of not knowing where one 
another stood in the relationship and fearing conflict if she Were to raise certain 
issues:
“H e’s worked through them obviously through his Psychiatry and CBT 
and evejy thing and I ’ve kind o f dealt with them in my therapy but w e’ve 
never come together as a couple and talked about how they affect us 
together and how they affect our relationship and what has altered and 
how we move on from that really. I  think he feels like everything is ok.
Again i f  I  raise it I ’m the baddie again and I ’m the one that’s ruining 
things and I  don’t want it to be like that so I  just avoid it.
While Lucy was the only participant who received individual psychological support 
for herself, both Roland and Jake went to visit their GP as a way of attempting to 
seek support. Roland’s experience of this process appeared to have been facilitated 
through his own professional experience and knowledge of depression:
“I  went to my GP because I  knew what was happening from my 
background, otherwise I  wouldn’t have gone. I  would have resisted the 
thought that I  had a depression and I  wouldn’t have gone to the GP, I  
would have protracted it much further. ” (Roland)
Jake’s experience seemed somewhat different. Jake described an initial reluctance 
and unease with visiting his GP due to the difficulties he was facing at home and 
found another reason to attend. He goes on to explain how the support he was 
offered did not to meet his expectations, perhaps thinking that his difficulties were 
being pathologised:
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“I  remember going to the GP because I  can V remember what I  had to go 
and see him about but I  remember also saying that my wife is being seen 
by mental health people and I ’m not, I  don’t know what to do about it, I  
don’t know who to speak to because I ’m not feeling brilliant myself ..I 
waited until I  had another reason to go because I  didn’t want to go in 
just fo r that, I  don’t know why, i t ’s ridiculous. And she went right, 
unfortunately you ’II have to find  someone to get in touch with... and I  was 
like oh brilliant, that doesn’t really help me very much because again do 
I  go onto the internet and go, psychiatrist for partners?... I  was like I  
don’t think I  need a psychiatrist, I  just need to work out, or I  just need 
some time away from dealing with this every day”
Irrespective of whether or not participants actively sought support, all participants 
agreed that having the opportunity to engage with support from mental health 
professionals would have been useful. While Tony advocated the existence of 
services for partners, he highlighted that the timing of support may be important in 
terms of engaging with services. He wondered whether he would have been ready to 
accept support at certain times:
“...if there’s one thing that I  could recommend and say that would be 
quite useful for other people in the situation is to be able to talk to other 
people who have been through the situation, like I  said have access to 
other groups o f people. I  don’t know how I  would have reacted at the 
start I  don’t know i f  I  would have gone for it or not but I  think it may 
have been useful to have the option and for someone to say “look this 
obviously is quite a common thing in the way that we seem to have more 
stressful lives these days, do you actually want to have a talk to someone 
who has maybe been through this and maybe could offer some advice? ” ”
Despite participants’ desires for professional support, there was a lack of awareness 
surrounding existing possibilities through their local EIS:
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“I  remember going along to one o f Sarah’s appointments when I  was off 
and I  would go and sit in the waiting area and there was all these kind o f  
you know, i f  you ’re ill you can come and speak to this person or come to 
our coffee mornings or things like that and there was absolutely nothing, 
nothing about has your partner gone through a psychotic episode? Are 
you lost? Do you have a clue about what’s going on? There was nothing 
there at all and! was like this is rubbish. ” (Jake)
Roland described the kind of help that perhaps he would have accepted from services 
given the option. His attitude around receiving help seemed to be driven by beliefs 
surrounding stigma, mental health and consequently not wanting to be perceived as a 
"fatienf’:
“I  don’t think I  would have liked to talk to a Psychiatrist or Psychologist 
at that point, who was treating people like my wife, because I ’m not nuts,
I  mean I ’m exaggerating now but I  didn’t want to be treated like someone 
who had a problem and I  didn’t want to be seen as a patient. I  think the 
kind o f  role that I  would have accepted would have been someone who 
had prior experience o f  working with people whose partner had a 
psychotic, exactly that, maybe someone who specialises in that...the last 
thing I  would have wanted at that time would have to be perceived as a 
patient...you want to be taken as a person who is fully functioning who 
has to deal is a problem which isn’t in my head but my partners. ”
Aside from being offered specialist support from EISs, participants had other ideas 
surrounding what had or what would have been useful in terms of the support they 
received. The desire for intervention from mental health professionals at the earliest 
point possible was expressed by all participants, given the initial array of emotional 
reactions at the onset of the psychosis as aforementioned. However, the care 
pathway for the partners of the participants being seen by mental health professionals 
within the early intervention team seemed to vary:
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“the early intervention team got involved straight away, there wasn ’t like 
a big gap or lots o f admin involved, they got involved straight away, 
home visits, lots o f support, there were times when I  felt, you know this is 
too much support but it was all really good because she needed it. ” 
(Aasif
“Well it started o ff pretty badly because we didn’t know what was 
happening and we were stuck in this limbo of, i f  we ’re not getting an 
appointment anywhere or anytime soon, do I  just phone up and go 
private now and leave the NHS because clearly there’s a problem with it 
somewhere along the line. ” (Jake)
Once support from the early intervention team was in place, there was a general 
consensus amongst participants surrounding the “criticar input and support that was 
provided within the community:
“...the early intervention team was absolutely critical in looking after her 
when she came out o f hospital. So we had the family, four o f  us, and the 
home treatment team and between us we kind o f got through it. ” (John)
Of the participants whose partner had experienced a relapse, the value of having a 
single point of contact was emphasised, particularly as it allowed participants to feel 
more in control of the situation and therefore less anxious when seeking support for 
their partner:
“The major benefit second time around was in seeing Dr [name] and I  
had some sessions with him as well, so when she became unwell I  could 
immediately contact Dr [name] and he came out immediately and we 
knew what the situation was and with the team we managed to keep her 
out o f hospital and that was a major, a major major plus. ” (John)
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Participants expressed the desire to be actively involved in the care of their partner 
within early intervention services, however the extent to which they were varied. For 
those participants who did feel involved, the value of receiving information 
surrounding psychosis was expressed as it allowed them to cope better with the 
situation. However, for those that did not feel as involved, there seemed to be a 
sense of increased confusion about the behaviour of their partner and a feeling of not 
being able to cope:
“I  know why there’s confidentiality but i f  there had been more o f me in 
the meetings I  would have understood what was going on at home and 
also I  would be more aware o f coping mechanisms to help her, it literally 
was just trying to work out each crying event, what should I  say, how 
should I  behave, what should I  do? That would have been quite good, I  
would have found that really good actually i f  I  had had an idea o f what 
to say or do rather than just giving her a cuddle and having the tissues 
ready. ” (Jake)
All participants discussed the importance of being offered information surrounding 
psychosis at the earliest point possible in order to gain some perspective of the 
situation and reduce feelings of the unknown. Some participants alluded to feeling 
not fully informed about the situation from mental health services from the outset:
“The things that you’re looking for is what is the prognosis, how long 
will it last, what can I  do to make things better, what is the time frame, 
what can I  do for myself, what has worked with other people, we didn’t 
have that, we didn’t have that...I had the internet o f course but you want 
a personal opinion from a Dr and they are very reluctant to give that 
because they don’t know, i t’s completely unpredictable. But when it 
happened I  didn’t know i f  she was going to lay in bed forever, no one 
told me, I  didn 7 know, seriously, so giving a bit o f perspective would 
have helped a lot I  think. ” (Roland)
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4. DISCUSSION
This study set out to answer the following: 1) How do partners experience being with 
an individual who has recently developed psychosis? 2) How, if at all, do partners 
perceive psychosis to have impacted on themselves and their relationship with their 
partner? Participants described how their sense of self had been affected since the 
arrival of psychosis in their lives. They illustrated how they entered into a battle 
with the psychosis, adapting both behaviourally and psychologically whilst trying to 
take control of the situation or indeed their opponent, the psychosis. Participants also 
described how they renegotiated their lives in light of a third presence, the psychosis, 
in their relationship. Complexities surrounding seeking external support were also 
described.
The results of the study will be considered in relation to existing literature and the 
study’s research questions. The clinical implications will also be explored, followed 
by the methodological limitations of the study and suggestions for future research.
4.1 Reorganisation
Throughout the narratives, there was a strong sense of participants having to 
renegotiate aspects of their lives in light of a third presence, the psychosis, in their 
relationship. Such systemic impact within the family is akin to that described by 
Dallos and Vetere (2009) in relation to the family life cycle.
The notion of experiencing a reorganisation of duties and structure in the household 
surrounding employment, finances, housekeeping and parenting (for those with 
children) was a common theme throughout participants’ accounts. Such changes 
appeared to represent a shift in the dynamic of participants’ relationships, leading to 
a loss of reciprocity and an increased sense of responsibility and burden. This 
seemed to be compounded by participants’ growing perceptions of their partners as 
being more dependent, vulnerable and perhaps less capable since the onset of 
psychosis. Overall, such finding is in line with previous research that has explored
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the impact of physical and mental health difficulties on partners (Berg & Upchurch, 
2007; Jungbauer et al. 2004; Jungbauer & Angermeyer, 2002; van der Voort et al. 
2009). However, such finding has highlighted issues regarding increased parental 
responsibilities partners may be faced with. As previous research within FEP has 
mainly focused on parents, this is an important issue to consider, particularly given 
literature surrounding the cumulative stress that may occur when an individual is 
faced with parenting responsibilities as well as caring for an individual with a mental 
health difficulties (Stromwall & Robinson, 1998).
Only some participants described themselves as a ‘carer’ to their partner. However, 
despite the presence or absence of such a label, the changes observed represented a 
departure from the familiar interactions the participants shared with their 
husband/wife before the arrival of psychosis. Such a process could be related to 
caregiver identity theory (Montgomery et a\. 2007). Participants observed changes 
in interactions towards their partner that were incongruent with their identity 
standard surrounding their role as husband/wife. Through adjustments in perception 
and behaviour, participants seemed to create new norms underpinning the husband- 
wife dyad, thus altering their identity to be more congruent with the reality of their 
situation (Montgomery & Kosloski, in press). It is suggested that identity 
transformation in this context may present certain challenges (Montgomery & 
Kosloski, in press) and therefore may highlight the clinical need to support partners 
in what can be a distressing transition.
While caregiver identity theory may elucidate the above process, the present findings 
appear to challenge the use of the term ‘caregiver’ within this paradigm as not all 
participants ascribed to such label. Therefore, it seems that within FEP, an 
alternative framework is needed which is responsive to the diversity of experience 
and needs of individuals.
The concept of reorganisation also appeared to emerge for participants when 
reflecting upon their futures and the longevity of their relationship. While some 
participants described experiencing an increased surge of feelings of commitment to
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the relationship, for others there was a sense that the future welfare of the 
relationship hinged on the wellbeing of the partner. As previously discussed, 
according to Parkes (1971), in the face of perceived loss, the adult may react by 
blaming the other, in this case the psychosis or even the ‘unwell partner’, in an 
attempt to defend their own identity.
Whilst reflecting upon the evolution of the relationship, there was a strong sense of 
participants having to renegotiate certain life goals (e.g. career progression or having 
children), for both their own and their partner’s wellbeing. Distress may therefore 
have manifested from the acknowledgement that certain life stages may not be 
achieved in the relationship (Stromwall & Robinson, 1998). The specific issues that 
arose for participants in terms of redefining future plans are consistent with research 
which delineates relationship-specific consequences of mental health difficulties on 
partners (e.g. Angermeyer et al. 2002). As such, this emphasises the qualitative 
differences that may specifically arise for partners which deserve the unique attention 
of services.
While participants needed to redefine certain future goals, it may be argued that 
perhaps they did not need to completely relinquish a view of themselves in order to 
cope. For example, some participants, rather than abolish friture plans, merely 
suspended them in light of their partner’s mental health. This seems at odds with 
Parkes’ (1971) theory that in order to successfully adapt to a life transition an 
individual must surrender one view of themselves for another. This suggests that 
perhaps an evolution of one’s assumptive world may take place, as opposed to a 
complete transformation.
4.2 Negotiating the unknown
A salient feature described by participants was a feeling of entering the unknown as 
they transcended to being with someone with psychosis. Making sense of the 
psychosis was a common theme which was often met with feelings of ‘uncertainty’. 
In this case, the unknown related to: contemplating the aetiology of the psychosis.
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the unfamiliarity of mental health services, a lack of understanding surrounding 
mental health difficulties and confusion about how best to provide support.
In an attempt to manage the wellbeing of their partner, participants described a range 
of coping styles. In terms of emotion-focused coping, the process of participants 
subjugating their own needs was commonplace (van der Voort et a l 2009). 
Participants engaged in a form of mental avoidance which appeared to be 
underpinned by a number of factors including: the desire for self-preservation, the 
perception that overtly expressing negative feelings may adversely impact upon their 
partner’s recovery, and feeling obliged to prioritise practical aspects of life, with 
little room for self-reflection. However, over various points and to different degrees, 
participants also described seeking social and/or professional support which may be 
indicative of more adaptive problem-focused coping. The presence of problem- 
focused coping styles early on somewhat contradicts research indicating that 
adaptive coping is more frequently seen in older couples (Yorgason, 2010). Such 
variation in coping styles seems important for services to consider in terms of 
acknowledging individual differences in the strengths and difficulties partners may 
present with and how these may be supported.
Participants’ coping strategies may be understood in light of their internal world 
being challenged by the process of transition. It may be that participants were thrust 
into a position of vulnerability as their identity became incongruent with their reality, 
driving them to seek methods to reinstate stability (Marcia, 2010). This seems to 
extend Marcia’s (2010) theory in that the social context of participants provided a 
powerful vehicle from which identity processes were challenged (Coté & Schwartz, 
2002X
Given the pervasive presence of the unknown, there was a consensus amongst 
participants surrounding the desire for mental health services to be involved at the 
earliest point. This is of clinical value considering that if early intervention is given, 
the feeling of the unknown may be alleviated through the process of education. By 
providing such education partners may be more informed to make decisions
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surrounding the future of their relationship and negotiate the transition (Stromwall & 
Robinson, 1998).
4.3 Loss
Loss seemed to be a constant companion for participants which is a consistent 
finding amongst research into partners experiences of other illnesses, particularly in 
the context of identity change (Robinson et a l (2004). Akin with research describing 
the emergence of psychosis as a particularly challenging time for family members 
(Kuipers & Raune, 2004; Jeppesen et a l 2005), participants described feelings of 
‘shock’ and ‘confusion’, which seemed compounded by a lack of understanding of 
the situation. The initial state of denial some participants described may be symbolic 
of a grief reaction evoked by the fear of perceiving that their partner would be 
permanently lost to the psychosis (Bowlby, 1980). It may be important for mental 
health services to be mindful of the potential for partners to become locked in this 
phase of grieving, which may detract individuals from appropriately dealing with 
their reality (Bowlby, 1980).
Participants’ tendency to revisit their past relationship and compare it to the present 
was marked. This could be indicative of a process of mourning which research has 
found carers to experience as they search for the relationship they have lost in the 
aftermath of the psychosis (Patterson et al 2005). Re-living the past may be 
suggestive of avoiding the present, which may be considered to be a maladaptive 
form of coping with transition (Marcia, 2010). Alternatively, from a continuing 
bonds perspective (Klass et al 1996), it may be that reconnecting with past 
comforting memories of the relationship may be illustrative of a more adaptive 
response as the attachment bonds are reactivated and the individual attempts to make 
sense of the loss (Neimeyer et a l 2006). From these perspectives, holding onto past 
memories may have adaptive and maladaptive consequences. From a clinical 
perspective, this emphasises the need to appreciate individual differences when 
attempting to understand the grief reactions that may be present for some partners 
and the role certain coping styles may play in the face of perceived loss.
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4.4 Growth
This study offers novel insights into the potential positive impact FEP can have on 
partners, which has been found to occur in the context of other health-related 
stressors on couples (e.g. Manne et al. 2004). Some participants described that in the 
aftermath of the psychosis, they developed a newly found inner strength, reflecting 
upon their ability to survive adversity and shifts in perspective surrounding their 
view of world. As such, the concept of posttraumatic growth (Tedeschi & Calhoun, 
2004) may be a useful framework in which to consider these findings as participants 
appeared to develop new levels of resilience.
The notion of psychosis increasing positive interactions within the relationship adds 
to the literature describing partnerships as a potential protective factor for individuals 
experiencing psychosis (e.g. Angermeyer et al. 2002). Such finding suggests that the 
concept of EE may be limited in its usefulness in understanding the full complexity 
of partners’ experiences of FEP. High EE may have been evident particularly during 
times when participants suggested experiencing feelings of frustration when trying to 
manage the psychosis or self-blame for not preventing the illness from occurring. 
While this seems important to consider in the context of strained family dynamics 
and relapse prevention (Barrowclough et al. 1996; Kuipers & Raune, 2004), of equal 
value it appears that positive familial interactions may also occur in relation to FEP. 
The extent of the positive experiences described perhaps differs from previous 
research focusing on the impact of more enduring mental health difficulties on 
partners (e.g. Jungbauer et al. 2004) due to the stage at which participants were in, in 
their journey. Perhaps for individuals witnessing their partner going through a FEP, 
negative attitudes towards life or the other have not yet had the opportunity to 
become entrenched. Paying closer attention to the positive experiences of partners 
may be of clinical significance. Through acknowledging partners’ positive 
experiences, clinicians may build upon an individual’s resources which may act as a 
buffer against future stressors (Fredrickson, 1998; 2001).
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4.5 Engaging with support
Participants described their own complex journey of seeking support from multiple 
sources. Engagement with support seemed to vary amongst participants according to 
service-level factors or personal factors related to perceived stigma or attitudes 
towards help-seeking.
Across participants’ narratives, the importance of receiving family support in order 
to cope was highlighted. The practical support family members could offer was 
emphasised. This finding seems inconsistent with literature exploring partners’ 
experiences of schizophrenia which depicts more of a disconnection with family ties 
(Jungbauer et al. 2004). Such discrepancy in findings could be indicative of a 
process illustrating the disconnection in relationships between partners and the wider 
family in instances where psychosis progresses into a chronic condition. This seems 
of clinical value to consider in relation to offering appropriate support to partners at 
different stages of their journey and acknowledging those without the support of an 
extended family.
While research focusing on parental attitudes to their adult-child’s psychosis have 
uncovered feelings of culpability (e.g. Howard, 1998), issues surrounding self-blame 
for participants seemed to be founded on different factors. Participants described a 
process of failing to recognise symptoms in their partner and intervening at an earlier 
stage. Feelings of culpability seem important to consider, particularly as in some 
cases, such emotion acted as a barrier to participant’s receiving support. Some 
participant’s felt that if they caused the psychosis, it was their problem to solve 
which perhaps indicates a lack of understanding surrounding the development of 
FEP.
Participants frequently separated their own difficulties from those of their partner. 
Only one participant actively sought psychological support for themselves. In this 
instance, the participant recognised that her own psychological wellbeing was 
impacting upon her ability to provide support for her partner. This highlights
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research indicating the link between both service-users and carer’s wellbeing 
(Savage & Bailey, 2004) and the need to support family members in the recovery 
process (Bertolote & McGorry, 2005).
While there were two instances of male participants going to their GP with the 
intention of seeking support, their motivations seemed to be underpinned by their 
own attitudes towards health related help-seeking behaviour. One participant went to 
his GP due to his knowledge of depression and recognising potential symptoms in 
himself, while the other described wanting to seek help, but waiting until another 
reason arose besides his difficulties at home. The latter experience may be explained 
through the potential impact of gender related beliefs on help-seeking behaviour. It 
has been suggested that the frequent trend for men to delay seeking help may 
represent beliefs related to masculinity which imply that overt expressions of distress 
and the need for help are a sign of weakness (Davies et a l 2000). This may be of 
clinical value to consider when thinking about engaging family members with 
professional support.
In line with previous research (Jungbauer et a l 2004; van der Voort et a l 2009), 
there was a distinct lack of knowledge surrounding support. This may further 
explain the lack of engagement in services. Consistent with previous research 
(Boydell et a l 2010), despite wanting to be actively involved in their partners’ care, 
some participants felt neglected by services. Having the choice of support would 
have been welcomed by all participants. For participants who did feel involved, 
feeling empowered to cope was emphasised. For those who did not feel as involved, 
it seemed to compound feelings of confusion surrounding how best to provide 
support. By overlooking partners, services may be missing the opportunity to 
develop a deeper understanding of their service-users from a more systemic, 
contextual perspective (Boydell et a l 2010) and to deliver systemic interventions 
which support couples to manage the transition (Dallos & Vetere, 2009; Hyde, 2001) 
and potentially affect future relapse.
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While some participants described promptly engaging with their local EIS, others 
reflected upon the lengthy time this took to access. Treatment delay in relation to 
organisational factors is a common feature in research exploring help-seeking in FEP 
(Boydell et al. 2010). As such, the discrepancy in the expediency of service delivery 
seems to be an important point for clinicians to consider, particularly given the link 
between longer DUP and length of psychosis (Johannessen et al. 2007).
Some participants expressed that they would have found support specialising in 
partners’ experiences useful. For some, there was a strong desire not to be 
pathologised, but be regarded as somebody who was experiencing a difficult 
transition, requiring normative support. Participants’ desires for support mirror 
discourses in the current literature, emphasising the need for carer specific services 
(Kuipers, 2010) and for provisions to be made for relationship-specific issues that 
may manifest in light of FEP (Newman et a/. 2011).
4.6 Clinical implications
The above findings have given rise to a number of clinically sensitive implications 
which are discussed below.
4.6.1 Actively involving partners
The findings suggest that the process of seeking support is complicated by factors 
such as stigma, self-blame or cultural beliefs. Therefore, it seems crucial for services 
to consider and develop care frameworks which fully embrace partners, whilst 
ensuring that available services are made explicit at the earliest point possible. In 
this way partner unique perspective may be incorporated into the development of a 
care pathway which may be sensitive to the system of the service user (Hyde, 2001).
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4.6.2 Remaining curious about the wellbeing of partners
It is important for services to remain curious and attentive to the psychological issues 
and practical challenges that partners may present with. Practical challenges may 
include employment, financial or increased parenting responsibilities. Such 
pressures, if left unsupported, may augment the emotional distress of partners, which 
is of particular concern given the close link between service-users’ wellbeing and 
that of family members (Kuipers & Raune, 2004).
4.6.3 Relationship-specific family interventions
The findings of this study provide further support for the development of 
relationship-specific family interventions within FEP (e.g. Newman et a l 2011), 
focusing on the needs of partners. Factors such as enhancing communication 
between the couple, empowering partners with coping strategies and improving 
mental health literacy seem important. It may also be important to consider the life 
stage that a couple are in and the roles which may be compromised by FEP 
(Stromwall & Robinson, 1998).
Relevant themes were delineated in the findings that may indicate specific areas of 
therapeutic value for partners. The results of this study suggest that identity work 
may be significant, whereby partners are supported to explore new models of the 
world that may facilitate the process of transition (Tedeschi & Calhoun, 2004; 
Parkes, 1971, 1999). Grief and loss may also be important themes for services to 
consider. For partners, such loss may be specific to the relationship, but also to a 
shared sense of future.
The development of individual or couple/family-based interventions may be 
significant, where individuals are given the opportunity to explore their experiences 
with a view of promoting the wellbeing of the family system and long-term recovery 
(Dallos & Vetere; Hyde, 2001). Group-based interventions can offer an efficient
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way for services to provide mutual support, challenge feelings of loneliness and 
reduce stigma (Addington & Burnett, 2004).
4.7 Limitations
It is acknowledged that qualitative research is not an objective approach and requires 
the interpretation of data by the reader, which may have influenced the analytical 
process. During the course of this study I often found myself being surprised at the 
number of positive experiences that emerged from participant’s stories. For 
example, I had not fully appreciated the unity that may occur between couples in the 
aftermath of psychosis, which may play an invaluable role in the context of recovery. 
In hindsight, my professional experiences and academic reading could have 
influenced me to focus on the more negative aspects of participant’s discourses. 
However, using supervision throughout the research process helped me to suspend 
my judgements and view the data more holistically, appreciating stories of resilience 
and strength.
While interviewing participants, it was noted that novel areas of investigation were 
emerging and the researcher was unable to follow them up. This was due to time 
limitations well beyond those agreed with participants. Follow up interviews may 
have been a way of gaining further insights into individuals’ understandings and 
novel areas of investigation (Dallos & Vetere, 2005).
A further limitation may relate to the length of interviews, with the longest being 
three hours. Although the length of this particular interview may be seen as putting 
constraints on the amount of time for adequate analysis, this transcript was found to 
be rich in content and was fully analysed according the IPA guidelines.
An additional limitation may relate to the lack of variation within the sample. 
Notably, the research included mostly married men within the upper age range of 
those seen within EISs. The age of participants may not be surprising in light of 
when individuals are likely to establish long-term committed relationships but may
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reflect the cross-section of service-users being supported by the team at the time of 
recruitment. However, it may be that this research did not capture the perspectives 
of those younger individuals affiliated with the EISs. Furthermore, one may have 
anticipated more female recruits within the sample given that young males are more 
likely to develop early onset psychosis (Harris et al. 2005). This may have impacted 
upon the discourses obtained from a gender perspective.
4.8 Future research
Future research may consider the application of longitudinal qualitative design 
methods in order to explore how partner’s experiences evolve over time.
Exploring a more diverse range of partners warrants further attention. For example, 
future research may consider eliciting the subjective experiences of partners who are 
either not married, in a same sex relationship, are earlier on in the course of their 
relationship or those who have parental responsibilities. An exploration of how 
ethnic background, socio-economic status and gender may play a role in partners’ 
experiences also calls for further attention. Such research may increase 
understanding around how culture interacts with partners’ meaning-making which in 
turn may inform service development in a more culturally sensitive way. Partners’ 
positive experiences associated with FEP also deserve further consideration in 
research which may focus on understanding the strength and resilience that may 
develop in light of this life event.
4.9 Conclusion
The use of a qualitative method of inquiry within this study has offered valuable 
insights into partners’ experiences of being in a relationship with someone who 
develops psychosis. The results have highlighted the impact that such experience 
may have on partner’s sense of self their relationship and factors related to engaging 
with support. A transitions-theoretical perspective has provided a useful paradigm in 
which to uncover specific processes which may be pertinent for partners. The
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findings highlighted that the transformation of schematic and identity processes that 
partners may experience give rise to both positive and negative consequences.
The findings of this study illustrated a number of clinical implications. The results 
support the development of relationship-specific family intervention initiatives 
within FEP, including the needs of partners. Recommendations for clinicians to 
maintain a curious position surrounding the wellbeing of partners, as well as actively 
involving them in care have also been elucidated. Future research could further 
uncover if or how individual differences may arise by exploring a more culturally 
diverse population of partners.
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APPENDIX A: SUMMARY OF LITERATURE SEARCH
TERMS
The search terms used included ‘first episode psychosis’, ‘early onset psychosis’, 
‘psychosis’, ‘schizophrenia’, ‘bipolar’, ‘mental illness’, ‘transition’, ‘adaptation’, 
‘adjustment’, ‘relationship’, ‘couple’, ‘partner’, ‘spouse’, ‘wife’, ‘husband’, 
‘marriage’, ‘family’, ‘caregiver’, ‘burden’, ‘support’, ‘social support’, ‘life event’, 
‘crisis’, ‘attachment’ and ‘systemic’. Various cross reference combinations were 
used for these terms. Publications were prioritised based on their relevance to the 
research questions under study. A reference list analysis of publications pertinent to 
the study was also carried out and additional articles sourced.
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APPENDIX B: SERVICE-USER COVER LETTER
Date
Dear
I am  a Clinical Psychologist working a t  th e  Early Intervention Service a t
I am working on a piece of research t hat is being conduc ted by a 
Trainee Clinical Psychologist, a t  the  and w e
are wondering if you could help us with this? The research aims to  explore th e  
experiences of partners^ of people w ho have been  through a first episode of 
psychosis. I am writing to  you because I understand th a t  you are in a relationship 
and living with som eone and I would like to  invite your partner  to  take  part  in an 
interview as part of our research.
There has been little research th a t  has explored partners ' experiences of first 
episode psychosis. We hope our research will help NHS services to  improve th e  
service they  offer to  service users and their  partners.
Please find enclosed an Information Sheet for your partner th a t  gives full details 
abou t  why w e are doing this research, why we would like your par tne r  to  
participate and w hat it would involve.
If your partner does  take part in th e  study, it is im portant th a t  they  are  eligible. The 
criteria for taking part are outlined in th e  Information Sheet (in th e  section 'Why 
have you been  chosen?'). If you believe th a t  your partner does no t m ee t  the  
criteria, please accept my apologies and I thank  you for reading this letter.
It is im portan t th a t  before your par tner  is interviewed, both you and your par tne r  
give permission for him or her to  take  part in th e  study. I recom m end th a t  you read 
th e  Information Sheet enclosed for your partne r and give it a t least 24 hours before
I know that people understand the word ‘partner’ in different ways. In this piece o f  research, the 
word ‘partner’ is used to describe any person who considers themselves to be married or living 
together as a couple, husband, wife, boyfriend, girlfriend, fiancé, lover or other.
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making your decision. If you do  give vour perm ission, p lease pass th e  enclosed  
Inform ation  S h eet and  le tte r  to  v o u r p a r tn e r, so th a t  he o r she  can decide if th is 
research  is fo r th em .
If your p artn e r does decide to  take part, you would both  have th e  right to  w ithdraw  
any o f th e  inform ation given e ith e r before, during o r up to  one m onth  a fte r th e  
interview , and th e  inform ation will th en  no t be used in ou r research.
I would greatly  value your p a rtn e r 's  participation in our research . However, if e ith e r 
of you decide th a t  this is no t for th em , I would like to  reassure you th a t  this will not 
affect any tre a tm e n t or care th a t you, your p artn e r or family receive from  us o r any 
o th e r NHS service, e ith e r now or in th e  fu ture .
I hope th e  Inform ation S heet answ ers som e of your questions. If th e re  is anything 
else w e can help you w ith, please do no t h esita te  to  con tac t m e (using th e  details 
below) o r th e  researcher, W e would both  be very happy to  talk
to  you.
Thank you for taking th e  tim e to  read this le tter. 
Yours sincerely.
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APPENDIX C: PARTICIPANT COVER LETTER
Date
Dear
I am  a Clinical Psychologist working a t j j j j j H j |^ |  Early In tervention Service a t
I am  working on a piece of re search t hat is being 
conducted  by a Trainee Clinical Psychologist, a t th e
m i  and w e are w ondering if you could help us w ith th is? The research aim s to  
explore th e  experiences of partners^ of people w ho have been  through a first 
ep isode of psychosis. I am  writing to  you because I understand  th a t you a re  in a 
relationship and living with som eone w ho has been through this and I would like to  
invite you to  take  p art in an interview  as part of our research.
There has been little research th a t  has explored p artn e rs ' experiences o f first 
ep isode psychosis. W e hope ou r research  will help NHS services to  im prove th e  
service they  offer to  service users and th e ir partners.
Please find enclosed an Inform ation S heet th a t  gives full details ab o u t why w e are  
doing this research, why w e would like you to  partic ipate  and w h a t it would involve. 
The types of questions you will be asked during th e  interview  are  described in th e  
Inform ation Sheet (in th e  section 'W hat sort of questions will I be asked?')
If you decide to  take part in th e  study, it is im portan t th a t  you are  eligible. The 
criteria for taking part are outlined in th e  Inform ation Sheet (in th e  section 'W hy 
have you been  chosen?'). If you believe th a t  you do no t m ee t th e  criteria, p lease 
accept my apologies and thank  you for reading this le tter.
 ^ I know that people understand the word ‘partner’ in different ways. In this piece o f  research, the 
word ‘partner’ is used to describe any person who considers themselves to be married or living  
together as a couple, husband, wife, boyfriend, girlfriend, fiancé, lover or other.
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I recom m end th a t  you give it a t least 24 hours before making your decision abou t 
taking part in th e  study. If vou w ish to  tak e  p art, p lease  fo llow  th e  in structions 
ou tlined  in th e  enclosed  Inform ation  S heet (in th e  section 'W hat do vou do next?').
W e would greatly  value your participation and opinions. However, if you decide th a t 
this is no t for you, I would like to  reassure you th a t this will no t affect any tre a tm e n t 
or care th a t you, your p artn e r or family receive from  us or any o th e r NHS service, 
e ith e r now  or in th e  fu ture .
I hope th e  Inform ation S heet answ ers som e of your questions. If th e re  is anything 
else we can help you w ith, p lease do no t hesita te  to  con tac t m e (using th e  details 
below) o r th e  researcher, We would both be very happy to  talk
to  you.
Thank you for taking th e  tim e to  read this le tter. 
Yours sincerely.
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APPENDIX D: PARTICIPANT INFORMATION SHEET
AND RESPONSE SLIP FOR PARTNERS 
IN DIRECT CONTACT WITH SERVICES
INFORMATION SHEET
TITLE OF PROJECT 
FIRST EPISODE PSYHCOSIS; EXPLORING THE EXPERIENCES OF PARTNERS
I would like to  invite you to  take p art in a research  study on behalf of 
l l i m i j j j j j ,  w ho is a Trainee Clinical Psychologist a t th e  W e
are in terested  in exploring partners'® experiences of first episode psychosis. Before 
you decide w h e th e r or n o t to  take part, it is im portan t for you to  understand  w hy 
th e  research  is being done and w hat it would involve. Please take tim e to  re ad th e  
following inform ation carefully and feel free to  ask th e  researcher, j H  
any questions you may have ab o u t th e  study before you decide 
w h e th e r o r no t to  take part. You may talk to  o th e r people ab o u t taking p art in th e  
study  if you wish.
WHAT IS THE AIM OF THE STUDY?
The aim of this study is to learn about your life and your experience of your partner's first 
episode of psychosis. There has been little research that has explored partners' 
experiences of first episode psychosis. It is hoped that gaining a greater awareness of how 
partners experience this event in their lives will influence how we organise and deliver NHS 
services.
WHY HAVE YOU BEEN CHOSEN?
You have been invited to  take part in th e  s tu dy because you are directly known 
th rough a n Early Intervention Service. Dr. m m | |  Clinical Psychologist a t 
i m m  Early Intervention Service, is approaching everyone w ho is in touch  w ith 
or a tten d s  services and who she believes are  suitable. Criteria for th e  study  a re  as 
follows:
•  You m ust have been in a relationship w ith your p artn e r for a m inim um  of 
on e  year
•  Your partners first episode of psychosis m ust have occurred during th e  
course of th e  relationship with your p artn e r
•  You m ust be currently  living to g e th e r
 ^ I know that people understand the word ‘partner’ in different ways. In this piece o f  research, the 
word ‘partner’ is used to describe any person who considers themselves to be married or living 
together as a couple, husband, wife, boyfriend, girlfriend, fiancé, lover or other.
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•  You m ust be able to  speak English
•  You m ust be aged 18 years o r over
While you are free  to  discuss your participation in th e  study w ith your partner, it is 
im portan t th a t  you m ake th e  decision w h e th e r o r no t to  take p art in th e  study. 
Your choice will be kept confidential.
DO YOU HAVE TO TAKE PART?
No, it's  up to  you to  decide once you have read th is Inform ation Sheet. If you 
decide to  take part, w e will ask you to  sign a consen t form  to  show  th a t  you have 
agreed  to  participate. You are  free  to  w ithdraw  from th e  study before, during o r up 
to  one m onth a fte r your interview . You can do this by em ailing o r writing to  | H  
(using th e  details on p.4). If you do decide to  w ithdraw  from  th e  study, any 
inform ation th a t  you have given H  will no t be used and this will n o t affect th e  
care th a t  you, your p artn er o r family receive from  any NHS service, e ith e r now or in 
th e  fu ture .
WHAT WILL HAPPEN IF YOU DECIDE TO TAKE PART?
H  will contact you and arrange a time for you to  attend an interview with her at your 
Early Intervention Service. The interview will last approximately one to  one-and-a-half 
hours and will be held at a time convenient to  you. You will be asked some questions but 
will be free to tell your story in th e way that you wish. The interview will be audio recorded 
and then written up so that can analyse what has been discussed. The tape recordings 
will be stored safely and will be destroyed when the study is completed.
WHAT SORT OF QUESTIONS WILL I BE ASKED?
H  will ask you to  tell her a bit about your relationship with your partner (e.g. how you 
met, how you see your life together, etc.) and to  talk a bit about your experiences in 
relation to what has happened to  your partner. You do not have to  talk about things that 
you feel uncomfortable discussing.
WILL THERE BE ANY FINANCIAL COSTS INVOLVED?
No, all costs for postage are covered and your travel expenses to  and from the place of your 
interview will be reimbursed to you on the day of your interview. Please bring any 
travel/parking receipts with you. If you plan to drive to the interview, you will be 
reimbursed 40p per mile for your return journey.
WILL THERE BE ANY RISKS OR DISCOMFORT?
It is possible th a t talking ab o u t this topic may cause you to  feel upset. During th e  
interview , you will be free to  take a break o r stop th e  interview  a lto g e th e r if you 
wish. Your w ellbeing is ou r first priority and w e w ant to  m ake th e  interview  as 
com fortable as possible for you. If a t any point during or a fte r th e  interview  you do 
becom e upset and would like support, th e  Early Intervention Service will offer you 
assistance, or can direct you to  o th er services which can offer support.
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There are  also support groups outside th e  Early Intervention Service w ho you can 
con tac t for support. To find o u t m ore inform ation ab o u t th ese , you can con tac t
a t th e  local MIND charity. She is experienced in supporting  and advising 
partners and family m em bers through difficult tim es. Her email add ress is
and her te lep h o n e  num ber is
O rganisations such as The Princess Royal Trust For Carers also provide a w ealth  of 
inform ation and support. You can visit their w ebsite  a t w w w .carers.o rg . o r by 
phoning 0844 800 4361.
WHAT ARE THE POSSIBLE BENEFITS OF TAKING PART?
You m ay find it helpful telling your story  ab o u t your experiences and th is m ay be an 
opportun ity  th a t you have no t had before. Furtherm ore, th e  inform ation you 
provide will be heard , valued and respected  within an academ ic and professional 
field. W e hope th a t th e  inform ation w e g e t from  this study  will help raise 
aw areness of th e  effects th a t  first ep isode psychosis can have on p artn e rs  and th a t 
this will help influence how  w e organise and deliver NHS services.
WHO DO I SPEAK TO IF PROBLEMS ARISE?
You can contact the researcher, 
project using the following contact information:
I to discuss any m atters relating to  this
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If you wish to  complain about any aspect of the study, you can do this through the 
m U m i l H I  complaints procedure, ^ ta i l s  can be obtained from the University at 
the above address or at the following |
WILL YOUR RESPONSES BE KEPT CONFIDENTIAL?
Yes, we will follow ethical and legal practice and all the information about you will be 
handled in confidence. Only the researcher and the supervisors of the study
will have access to  the information collected. The data will be kept 
until the end of the study, and then will be stored in a secure place for 5 years until it is 
destroyed, in accordance with the Data Protection Act (1998). All the information you 
supply is strictly confidential and your anonymity will be protected. The only circumstance 
in which the researcher would need to share personal information about you with other 
professionals is if we have reason to believe that you or any other individual is at risk of 
harm. In such circumstances, we would try to  discuss this with you first.
When this study is written up (including for publication in a national journal or for 
presentation at a conference), some direct quotations will be used from your interview in 
order to support the findings of the study. However, nothing in these quotes will be able to 
identify you, in order to  protect your anonymity.
WHAT WILL HAPPEN TO THE RESULTS OF THE STUDY?
As th e  study is being done as an educational project, it will be w ritten  up and m ade 
available in th e  library in 2012. You are  w elcom e to  visit th e
library and see  it th e re . Anyone is able to  use th e  library for re ference purposes by 
obtaining a visitor pass, e ith er a daily one o r six-m onth pass. There is also an 
external m em bership  category  which gives limited borrow ing rights but th e re  is a 
fee for this. Please visit th e  following w ebsites for m ore inform ation:
The findings may also be written up as an article and submitted for publication in a national 
journal or be presented at a conference. Information about you will be totally anonymous 
in any report or document about this study.
HAS ANYONE REVIEWED THE STUDY?
All research in th e  NHS is looked a t  by an in d ep en d en t group of people, called a 
Research Ethics C om m ittee to  p ro tec t your safety, rights, w ellbeing and dignity. This 
study has been  review ed and given a favourable opinion by th e  National R esearch 
Ethics Service.
WHAT DO YOU DO NEXT?
If vou wouid like to  participate in the study or have anv further questions, please email or 
phone using the details provided below. If you would like further
information about taking part in this study then please do not hesitate to contact | H .
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Alternatively, if vou wish to be contacted please complete the attached slip and
post it back in the envelope provided (freepost). You can keep this Information Sheet for 
yourself.
Thank you for taking the time to read this Information Sheet.
Major Research Project Research Dossier
218
RESPONSE SLIP
Title of project 
First Episode Psychosis: Exploring the experiences of partners
Pleose com plete this response slip by writing on the do tted  lines and 
ticking the appropriate box.
Name:
I am interested in taking part in this study and would like to be contacted by the researcher, 
I  to  discuss it further.
□ I would prefer to  be contacted by telephone. The number I can be contacted on 
is:
□ I would prefer to be contacted by email and my email address is:
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APPENDIX E: PARTICIPANT INFORMATION SHEET AND
RESPONSE SLIP FOR PARTNERS NOT IN 
DIRECT CONTACT WITH SERVICES
INFORMATION SHEET
TITLE OF PROJECT 
FIRST EPISODE PSYCHOSIS: EXPLORING THE EXPERIENCES OF PARTNERS
I would like to  invite you to  take p art in a research study on behalf of
w ho is a Trainee Clinical Psychologist a t th e  W e
are in terested  in exploring partners'^  experiences of first ep isode psychosis. Before 
you decide w h e th e r or no t to  take  part, it is im portan t for you to  understand  why 
th e  research  is being done and w hat it would involve. Please tak e  tim e to  read th e  
following inform ation carefully and feel free to  ask th e  researcher, H  
any questions you may have ab o u t th e  study before you decide 
w h e th e r or not to  take part. You may talk to  o th e r people ab o u t taking part in th e  
study if you wish.
WHAT IS THE AIM OF THE STUDY?
The aim of this study is to learn about your life and your experience of your partner's first 
episode of psychosis. There has been little research that has explored partners' 
experiences of first episode psychosis. It is hoped that gaining a greater awareness of how 
partners experience this event in their lives will influence how we organise and deliver NHS 
services.
WHY HAVE YOU BEEN CHOSEN?
You have been invited to  tak e  part in th e  study th ro u gh your p a r tn e r w ho is 
currently  w orking with an Early Intervention Service. j j j j j j | m ^ | ^ ^  Clinical 
Psychologist Early Intervention Service, is approaching everyone w ho
is in touch  with or a tten d s  services and w ho she believes have partners w ho are  
suitable to  take part in th e  research . Criteria for th e  study are  as follows:
•  You m ust have been in a relationship  with your p artn e r for a m inim um  of
one year
•  Your p artn e r's  first ep isode of psychosis m ust have occurred during th e  
course of th e  relationship with your p artn er
•  You m ust be currently  living to g e th e r
•  You m ust be able to  speak English
’ I know that people understand the word ‘partner’ in different ways. In this piece o f  research, the 
word ‘partner’ is used to describe any person who considers themselves to be married or living 
together as a couple, husband, wife, boyfriend, girlfriend, fiancé, lover or other.
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•  You m ust be aged 18 years or over
As you have been approached  to  take part in th e  study  th rough  your partn er, it is 
im portan t th a t  you both  give perm ission for you to  tak e  part.
DO YOU HAVE TO TAKE PART?
No, it's up to  you to  decide once you have read this Inform ation S heet. If you 
decide to  take part, w e will ask you to  sign a consen t form  to  show  th a t  you have 
agreed  to  partic ipate . You are  free to  w ithdraw  from  th e  study before, during or up 
to  one m onth  a fte r your interview . You can do this by em ailing or w riting to  
(using th e  details on p.4). If you or y o ur partn er decide to  w ithdraw  from  th e  study, 
any inform ation th a t you have given H  will no t be used and this will n o t affect 
th e  care th a t you, your p a rtn e r or family receive from  any NHS service, e ith e r now 
or in th e  fu tu re .
WHAT WILL HAPPEN IF YOU DECIDE TO TAKE PART?
m  will contact you and arrange a time for you to attend an interview with her at your 
partner's Early Intervention Service. The interview will last approximately one to  one-and-a- 
half hours and will be held at a time convenient to  you. You will be asked some questions 
but will be free to  tell your story in the way that you wish. The interview will be audio 
recorded and then written up so that Gina can analyse what has been discussed. The tape 
recordings will be stored safely and will be destroyed when the study is completed.
WHAT SORT OF QUESTIONS WILL I BE ASKED?
will ask you to  tell her a bit about your relationship with your partner (e.g. how you 
met, how you see your life together, etc.) and to  talk a bit about your experiences in 
relation to  what has happened to your partner. You do not have to  talk about things that 
you feel uncomfortable discussing.
WILL THERE BE ANY FINANCIAL COSTS INVOLVED?
No, all costs for postage are covered and your travel expenses to and from the place of your 
interview will be reimbursed to you on the day of your interview. Please bring any 
travel/parking receipts with you. If you plan to drive to the interview, you will be 
reimbursed 40p per mile for your return journey.
WILL THERE BE ANY RISKS OR DISCOMFORT?
It is possible th a t  talking ab o u t this topic may cause you to  feel upset. During th e  
interview , you will be free to  take a break or stop  th e  interview  a lto g e th er if you 
wish. Your w ellbeing is ou r first priority and w e w an t to  m ake th e  interview  as 
com fortable as possible for you. If a t any point during or a fte r th e  interview  you do 
becom e upset and would like support, th e  Early Intervention Service will offer you 
assistance, or can d irect you to  o th er services which can offer support.
There are  also support groups outside th e  Early Intervention Service, w ho you can 
con tac t for support. To find ou t m ore inform ation ab o u t th ese , you can co n tac t H |  
a t th e  local MIND charity. She is experienced in supporting  and advising
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p artn ers  and family m em bers through difficult tim es. Her em ail add ress is
and her te lep h o n e  num ber is
O rganisations such as The Princess Royal Trust For Carers also provide a w ealth  of 
inform ation and support. You can visit th e ir w ebsite  a t w w w .carers.org . o r by 
phoning 0844 800 4361.
WHAT ARE THE POSSIBLE BENEFITS OF TAKING PART?
You may find it helpful telling your story  ab o u t your experiences and this may be an 
opportun ity  th a t  you have no t had before. Furtherm ore, th e  inform ation you 
provide will be heard , valued and respected  within an academ ic and professional 
field. W e hope th a t th e  inform ation w e g e t from  this study will help raise 
aw areness of th e  effects th a t  first ep isode psychosis can have on p artn e rs  and th a t  
this will help influence how w e organise and deliver NHS services.
WHO DO I SPEAK TO IF PROBLEMS ARISE?
You can contact the researcher, 
project using the following contact information:
I to  discuss any matters relating to  this
If you wish to  complain about any aspect of the study, you can do this through the 
complaints procedure. Details can be obtained from the University at 
the above address or at the following website)
WILL YOUR RESPONSES BE KEPT CONFIDENTIAL?
Yes, we will follow ethical and legal practice and all the information about you will be 
handled in confidence. Only the researcher and supervisors of the
have access to  the information collected. The data will be kept 
until the end of the study, and then will be stored in a secure place for 5 years until it is 
destroyed, in accordance with the Data Protection Act (1998). All the information you 
supply is strictly confidential and your anonymity will be protected. The only circumstance
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in which the researcher would need to  share personal information about you with other 
professionals is if we have reason to  believe that you or any other individual is at risk of 
harm. In such circumstances, we would try to  discuss this with you first.
When this study is written up (including for publication in a national journal or for 
presentation at a conference), some direct quotations will be used from your interview in 
order to support the findings of the study. However, nothing in these quotes will be able to  
identify you, in order to protect your anonymity.
WHAT WILL HAPPEN TO THE RESULTS OF THE STUDY?
As th e  study is being done as an ed u cational project, it will be w ritten  up and m ade 
available in th e  library in 2012. You are w elcom e to  visit th e
library and see it th e re . Anyone is able to  use th e  library for re ference purposes by 
obtaining a visitor pass, e ith er a daily one or six-m onth pass. T here is also an 
external m em bership  category which gives limited borrow ing rights bu t th e re  is a 
fee for this. Please visit th e  following w ebsites for m ore inform ation:
The findings may also be written up as an article and submitted for publication in a national 
journal or be presented at a conference. Information about you will be totally anonymous 
in any report or document about this study.
HAS ANYONE REVIEWED THE STUDY?
All research in th e  NHS is looked a t  by an indep en d en t group of people, called a 
Research Ethics C om m ittee to  p ro tec t your safety, rights, w ellbeing and dignity. This 
study has been  review ed and given a favourable opinion by th e  National Research 
Ethics Service.
WHAT DO YOU DO NEXT?
If vou would like to participate in the study or have anv further questions, please email or 
phone using the details provided below. If you would like further
information about taking part in this study then please do not hesitate to contact
Alternatively, if vou wish to be contacted by please complete the attached slip and 
post it back in the envelope provided (freepost). You and your partner can keep this 
Information Sheet for yourselves.
Thank you for taking the time to read this Information Sheet
Major Research Project Research Dossier
223
RESPONSE SLIP
Title of project 
First episode psychosis: Exploring the  experiences of partners
Please com plete this response slip by writing on the clotted lines and 
ticking the appropriate box.
Name:
I am interested in taking part in this study and would like to be contacted by the researcher, 
I to discuss it further.
□ I would prefer to be contacted by telephone. The number I can be contacted on is:
□ I would prefer to be contacted by email and my email address is:
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APPENDIX F: NATIONAL RESEARCH SERVICE ETHICS 
COMMITTEE APPROVAL LETTER
National Research Ethics Service
27 May 2011
Miss Gina Chrisloforidis
D ear Miss Chrisloforidis
Full title of study:
REG reference number:
An interpretative phenomenological analysis of the 
accounts of Individuals, whose partner has recently 
experienced a first episode of psychosis. 
11/LO/0570
T hank you for your email da ted  27”’ May 2 0 1 1 .1 can confirm the REG h as received the 
docum ents listed below a s  evidence of com pliance with the  approval conditions detailed in 
our letter dated  11 May 2011. P lease  note th ese  docum ents are  for information only and 
have not been  reviewed by the committee.
Documents received
The docum ents received w ere a s  follows:
Document Version Date
Covering Letter 24 May 2011
Letter of invitation to participant 7 23 May 2011
Other: Response Slip 7 23 May 2011
Participant Consent Form 3 27 May 2011
Participant Information Sheet: In Direct Contact with Services 
(Appendix B)
7 23 May 2011
Participant Information Sheet: Not in Direct Contact with Services 
(Appendix C)
7 23 May 2011
This Research Ethics Committee is an advisory comm ittee to  the South Central Strategic Health Authority
  The National Reieaiçh Ethics Service (NRES) represents the NRES Directorate within
the National Patient Safety Agency and Research Ethics Committees in England
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You should ensure that the sponsor has a copy of the final documentation for the study. It is 
the sponsor’s responsibility to ensure that the documentation is made available to R&D 
offices at all participating sites.
11/LO/0570 Please quote this number on all correspondence
Yours sincerely
Christine Hobson 
Committee Co-ordinator
Copy to:
The National Research Ethics Service (NRES) represents the NRES Directorate within 
the National Patient Safety Agency and Research Ethics Committees in England
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APPENDIX G: NHS TRUST RESEARCH DEVELOPMENT 
COMMITTEE APPROVAL LETTER
Research and Development
Miss Georgina Christoforldis
03 May 2011
Dear Georgina, 
Research Title:
Principal Investigator: 
Project reference: 
Sponsor:
An interpretative phenomenological analysis of the 
accounts of individuals, whose partner has recently 
experienced a first episode of psychosis.
Miss Georgina Christoforldis 
PF480
University of Surrey
Following various discussions your study has now been awarded research approval. 
Please remember to quote the above project reference number on any future 
correspondence relating to this study.
Please note that, in addition to ensuring that the dignity, safety and well-being of 
participants are given priority at all times by the research team, host site approval is 
subject to the following conditions:
In addition to ensuring that the dignity, safety and well-being of participants are given 
priority at all times by the research team, you need to ensure the following;
■ . The Principal Investigator (PI) must ensure compliance with the research protocol and
advise the host of any change(s) (eg. patient recruitment or funding) by following the 
agreed procedures for notification of amendments. Failure to comply may result in 
immediate withdrawal of host site approval.
■ Under the terms of the Research Governance Framework, the PI is obliged to report 
any adverse events to the Research Office, as well as the REG, in line with the protocol 
and sponsor requirements. Adverse events must also be reported in accordance with 
the Trust Accident/Incident Reporting Procedures.
■ The PI must ensure appropriate procedures are in place to action urgent safety 
measures.
• The PI must ensure the maintenance of a Trial Master File (TMF).
Tenns and conditions of Approval, version 1.1 03/05/2011
Major Research Project Research Dossier
227
■ The PI must ensure that all named staff are compliant with the Data Protection Act, 
Human Tissue Act 2005, Mental Capacity Act 2005 and all other statutory guidance 
and legislation (where applicable).
■ The PI must comply with the Trust’s research auditing and monitoring processes. All 
Investigators involved in ongoing research may be subject to a Trust audit and may be 
sent an interim project review form to facilitate monitoring of research activity.
■ The PI must report any cases of suspected research misconduct and fraud to the 
Research Office.
■ The PI must provide an annual report to the Research Office for all research involving 
NHS patients, Trust and resources. The PI must also notify the Research Office of any 
presentations of such research at scientific or professional meetings, or on the event of 
papers being published and any direct or indirect impacts on patient care. This is vital 
to ensure the quality and output of the research for your project and the Trust as a 
whole.
■ Patient contact; Only trained or supervised researchers holding a Trust/NHS contract 
(honorary or substantive) will be allowed to make contact with patients.
■ Informed consent; is obtained by the lead or trained researcher according to the 
requirements of the Research Ethics Committee. The original signed consent form 
should be kept on file. Informed consent will be monitored by the Trust at intervals and 
you will be required to provide relevant Information.
■ Closure Form; On completion of your project a closure form will be sent to you 
(according to the end date specified on the R & D database), which needs to be 
returned to the Research Office.
■ All research carried out within South West London & St George’s Mental Health NHS 
Trust must be in accordance with the principles set out in the Department of Health’s 
Research Governance Framework for Health and Social Care 2005 (2"* edition).
Failure to comply with the conditions and regulations outlined above constitutes research 
misconduct and the Research Office will take appropriate action immediately.
Please note, however, that this list is by no means exhaustive and remains subject to 
change in response to new relevant statutory policy and guidance. If you have any queries 
regarding the above points please contact me on 020 8725 3463 (St. George's), e-mail; 
eeboda@saul.ac.uk.
Yours sincerely.
Ms Enitan Eboda
R esearch & D evelopm ent Co-ordinator
On behalf o f the R esearch  & D evelopm ent Comm ittee.
Terms and conditions of Approval, version 1.1 03/05/2011
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APPENDIX H: UNIVERSITY OF SURREY ADVISORY 
COMMITTEE ON ETHICS APPROVAL 
LETTER
UNIVERSITY OF
SURREY
Dr Adrian Coyle
Chair: Faculty of Arts and  Human S c iences  Ethics 
Committee 
University o f Surrey
Gina Ciiristoforldis 
Trainee Clinical Psychologist 
Department o f Psychologj'  ^
University o f Surrey
Faculty of
Arts and Human Sciences
Faculty Office 
AD Building
Guildford, Surrey GU2 7XH UK
T: +44 (0)1483 689445 
F :+44 (0)1483 689550
www.surrey.ac.uk
2’'" June 2011 
Dear Gina
Reference; 621-PSY-ll (FEO/NHS)
Title of Project: First episode psychosis: Exploring the experiences o f partners 
Thank you for your submission o f the above proposal.
The Faculty of Arts and Human Sciences Etliics Committee has given a favourable ethical 
opinion.
If there are any significant changes to your proposal which require further scrutiny, please 
contact the Faculty Ethics Committee before proceeding with your Project.
Yours sincerely
i
Dr Adrian Coyle 
Chair
120
YEARS A  history of shaping the future since 1891
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Faculty of Arts and Human Sciences 
Ethics Committee
Ref:
Name of Student: 
Title of Project:
Supervisor:
Date of submission:
621-PSY-11
GINACHRISTOFORIDIS
First episode psychosis: Exploring the 
experiences of partners
DR DORA BROWN, DR SUSAN HOWARD
31®^  MAY 2011
The above Project has received a favourable ethical opinion from the NHS and 
expeditious favourable ethical opinion has now been granted by the Faculty of Arts and 
Human Sciences Ethics Committee.
Signed : L icL tA O A ^  
DiAddanCoyie^ 
Chair
n e. 2.0 I
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APPENDIX I: MAIN ETHICAL ISSUES
The main ethical issues highlighted related to recruitment and informed consent. In 
the initial research proposal, for participants who were not in direct contact with 
services it was felt that by service-users giving their partners the information for the 
study, they were implicitly consenting to their partner taking part. However, 
following recommendations, this aspect was amended and informed consent given by 
service-users was made more explicit in that they were also asked to sign the relevant 
consent form.
Policies were adhered to in order to preserve confidentiality and anonymity of data. 
Furthermore, participants were also notified that avenues of support were available to 
them should they wish to seek help following the interview.
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APPENDIX J; SEMI-STRUCTURED INTERVIEW
SCHEDULE
In terv iew  Schedule
1. W ould you mind telling m e a bit ab o u t th e  circum stances in which you and 
your p artn e r m et, for exam ple how, w hen and w here?
2. How w as life for you and your p artn e r before they  experienced th e ir first 
ep isode of psychosis?
Possible prom pts: W hat was your relationship like?
How would you describe yourself back th en , for 
exam ple in te rm s of your character, work, 
relationships and social life?
How would you describe your p artn e r back th en , for 
exam ple in te rm s of h is/h er character, work, 
friendships and social life?
3. W ould you mind telling m e a bit ab o u t how life is for you and your p artn e r 
a t th e  m om ent?
Possible prom pts: Has th e  experience had an im pact on d ifferen t areas
of your life and if so, in w hat ways? How have you 
m anaged th ese?
How has it affected  your partner?
How could things be different?
Is th e re  anything positive th a t has com e o u t o f th e  
experience?
4. W ould you mind describing to  m e your relationship w ith your p a rtn e r since 
you m et h im /her?
Possible prom pts: Has your relationship w ith your p artn e r changed a t all
as a result of w hat happened  and if so, in w h a t w ays? 
How do issues re la ted  to  w hat happened  to  your 
p artn e r com e up in your relationship now adays, if a t 
all?
Please could you give a specific exam ple?
W hat do you think your p artn e r m ight say has 
changed in your relationship, if anything?
5. How do you see your life in th e  fu tu re?
Possible prom pts: How do you see your relationship in th e  fu tu re?
How do you see yourself in th e  fu tu re?
How do you see your p artn e r in th e  fu tu re?
6. Overall, how  do you m ake sense o f w hat has happened?
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Possible prom pts: W hat is your understanding  of w ha t your p artn e r has
gone th rough?
Can you describe your though ts and feelings abou t 
w hat you have gone through?
7. W ould you mind telling m e w hat tre a tm e n t your p artn e r has received and 
w hat is your opinion o f th e  services you have both been  offered?
Possible prom pts: Prom pt regarding d ifferent form s of tre a tm e n t (e.g.
m edication, psychological therapy , support, o th er 
therap ies).
Has anything been helpful?
Has anything been unhelpful?
Is th e re  anything else th a t you think th e  service could 
help you o r your p artn e r w ith?
8. If a friend of yours w en t th rough  a similar experience w ith th e ir partner, 
w ha t advice might you give th em ?
9. W e are com ing tow ards th e  end of th e  interview  now, how did you find th e  
experience and how are  you feeling now?
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APPENDIX K: DEMOGRAPHIC QUESTIONS
Age
G ender
Ethnicity
Em ployment
M arital s ta tu s  (cohabiting /engaged/m arried)
N um ber of children
Ages and g ender of children
For the following questions, construct a timeiine with the participant if  this enabies 
easier responding:
How long ago did you first acknow ledge sym ptom s in th e ir p artn er?
How long had you been  in a relationship w ith your p a rtn e r w hen  you first 
acknow ledged th e se  sym ptom s?
How long have you been in a relationship with your partner altogether?
How long has your partner been seen within mental health services?
Have you yourself ever been  engaged with services?
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APPENDIX L: CONSENT FORM
Consent Form
I voluntarily agree to  take p art in th e  study on 
(enter date)
I have read and understood  th e  Inform ation S heet provided. I have been  given 
a full explanation by th e  researcher of th e  natu re , purpose and likely duration  of 
th e  interview , and w hat I will be expected  to  do. I have been  advised ab o u t any 
em otional d iscom fort which m ay result from  taking part in th is study. I have 
been  given th e  opportunity  to  ask questions on all aspects of th e  study and have 
u nderstood  th e  advice and inform ation given as a result.
I shall inform th e  researcher im m ediately if I feel upset o r believe I need 
additional support. I understand  th a t I can obtain su p p o rt from  both  w ithin NHS 
services and outside support groups.
I understand  th a t all personal data  relating to  partic ipants is held and processed  
in th e  stric test confidence, and in accordance w ith th e  Data P rotection  Act 
(1998). I understand  th a t any docum enta tion  produced as a resu lt of th e  study  
will be totally  anonym ous.
I understand  th a t I am  free  to  w ithdraw  from  th e  study a t any tim e before, 
during o r up to  a m onth  a fte r th e  interview . I will no t need  to  justify my 
decision and it will no t in any w ay affect th e  s tandard  of care offered  to  m e, my 
p artn e r or family by NHS services.
I understand  th a t I will be fully reim bursed for any travel to  and from  th e  place 
of interview , including any parking costs. I will need to  show  travel or parking 
receipts to  verify th e se  expenses. I understand  th a t m ileage will be paid a t 40 
pence per mile.
I confirm th a t I have read and understood  th e  above and freely co n sen t to  
partic ipate in this study. I have been  given ad eq u a te  tim e to  consider my 
participation.
Nam e o f p artic ip an t (BLOCK CAPITALS)
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Signed
Date
N am e o f re search er tak ing  co n sen t (BLOCK CAPITALS)
Signed
Date
FOR SERVICE USERS NEEDING TO GIVE PERMISSION TO THEIR 
PARTNER'S PARTICIPATION IN THE STUDY:
• I have read and understood  th e  Inform ation S heet w ritten  for my p artn er. I 
have been given th e  opportun ity  to  ask questions on all aspects  of th e  study 
and have understood  th e  advice and inform ation given as a result.
• I confirm th a t I have read and understood  th e  above and freely co n sen t to  
my p artn e r participating in this study.
N am e of partic ip an t (BLOCK CAPITALS) 
Signed
Date
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APPENDIX M: EXTRACT OF CODING FROM 
INTERVIEW 2 -  ANALYSIS STAGE 1
Finding it difficult to 
be together 
socially/Doing things 
separately
Looking after him
Missing out on things 
-  putting his needs 
first
Don't enjoy his 
company/lack of 
enjoyment/being 
separate/lack of 
things in
common/change of 
behaviour and 
feelings towards him
I: How does that make life for you at
the moment?
Lucy: Well it is hard because, like the
other day we went to  see a friends 
show, a friend had written an 
opera and we went to see it and he 
came. And it was quite a long lead 
in, you know "we've booked tickets 
for this. I'd like you do come, do 
you want to see Heather's show?", 
"yes" (pretending to  be Sam), and 
you know lots of reminders about it 
and on the day we met up before 
and then we went and then when 
we got there I was meeting up with 
friends of mine and friends of 
friends that know Sam but 
probably haven't seen him for 
about two years but I've seen them 
loads obviously in the interim 
period. And they're like "oh Sami", 
quite surprised. But then you know 
it was good in way but everyone 
was going out for a drink and there 
were some people that I really 
wanted to  see and talk to but I kind 
of felt like we should go. You know 
if felt like I was looking after him a 
bit and making sure he was ok and I 
didn't feel like I could go out with 
everyone else after the show so we 
just went home. Everyone else sat 
together and we sat somewhere 
else separately. You know it's fine 
but sometimes I will, I do generally 
ask him, but sometimes I know he's 
not going to come or that I don't 
want him to come because I know 
that I won't enjoy it and I'll worry 
about him. Say I'm going to  a 
dinner party or birthday, I worry 
that he won't enjoy it or that he'll 
want to  leave and then I'll feel like I 
have to leave and so sometimes it's 
better to  just go
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Blaming self/feeling 
guilty
Looking after him
Reflecting on his 
difficulty to  function 
socially
Worrying about his 
m ood-vigilant of his 
behaviour/being torn 
between her friends, 
social life and 
partner
separately and not go with him.
I: What is it that you worry about?
Lucy: Well he'll start to get withdrawn 
and then I'll see him not start to 
get upset but he might go and 
stand outside and then he'll sort of 
say I'm going to go and then I'll feel 
bad or I'll feel guilty about it that 
I've made him come or something 
so it's just easier if he just doesn't 
come because then I don't have to 
feel bad about the fact that he's 
not enjoying himself.
I: I was interested in what you said
about feeling as if you have to  look 
after him, and I was wondering if 
you could explain a bit more about 
what that means to you. What 
does looking after Sam mean?
Lucy: Well, I suppose in the particular
instance that I was talking about 
say there are a group of people 
talking and, it's just sort of standing 
with him and not leaving him by 
himself. So if I saw some people 
that I know over there, I might sort 
of say do you want to go over and 
say hi and he'll say no and then I'll 
say I'll just sort of quickly say hello 
and then I'll come back and mean 
he sort of can't, I mean he can with 
some people. If one person comes 
around to  our house then he'll be 
fine with that but in a group 
situation he'll withdraw from it and 
so I stay with him and will say I just 
need to  say goodbye to  Harry and 
then I'll keep checking in on him, 
checking whether he is ok. 
Sometimes he'll just wait outside 
and say "see you in a minute", so 
I'll be conscious of doing the 
rounds quite quickly and saying 
hello to  people before I have to  go.
I: So you've kind of described how
you might look after Sam socially, 
does that 'looking after him' 
feature in any other part of your 
lives?
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Constant
checking/not trusting 
his own ability to 
look after himself
Suggesting ideas to 
make him feel better
His health constantly 
on her mind
Overlap between 
types of relationship 
suggesting change in 
dynamic
Stepping out of wife 
role
Lucy: Yeah, it does. Checking in on him
and checking in that he's ok if I'm 
away or if I'm out at work, just 
seeing how he's feeling, what he's 
doing. Just making sure that he's 
doing something rather than just 
hanging around the house not 
doing anything. He hasn't worked 
since September 2007. So you 
know, making sure that he's got 
some sort of structure, or 
generally I'll say "what are you 
doing tomorrow, are you going to 
go for a run?" You know trying to 
give him the idea of some sort of 
structure. So if I know I'm not I'm 
not going to  be in I'll see if he's 
doing something or if I'm working 
away I'll regularly text him and ring 
him on my lunch break just so he 
knows that I'm still present even 
though I'm not physically there. I'll 
make sure that he's eating 
healthily, eating proper food and if 
I'm there I'll buy healthy food and 
make food. That sort of thing I 
suppose. But also checking in that 
he's keeping in contact with people 
here and with XXXXX his Social 
Worker and that kind of thing. So I 
know he's not neglected in his 
support network. He's really bad at 
keeping in touch with people or 
returning calls or answering the 
phone so if I know his mum has 
called I'll make sure he gets in 
touch. So some kind of normal 
husband and wife scenarios I 
suppose but some kind of more 
related to  the fact that he's been 
unwell.
I: So you say normal husband-wife
scenarios, how would you call the 
other kind of scenarios?
Lucy: Well, more like carer and caree I
suppose. I don't know, making 
sure that people get up and get 
dressed and have a shower and eat 
properly I don't think generally
Major Research Project Research Dossier
239
Transient changes
Acknowledging he 
can sometimes look 
after himself
Lacking trust in his 
ability/taking on 
more responsibility
Overwhelming
that's what wives for husbands as 
they sort of manage to do that 
themselves. It's not so much like 
that now I have to  confess but it 
has been like that at points.
I: What do you think would happen if
you didn't step into that carer role?
Lucy: I don't know, obviously I do work
away a lot, I was away all of last 
week and he's managed to get on 
fine, he's managed fine without me 
being there. But I sort of feel like 
because he knows there 's a time 
frame on it, say if I'm away for a 
week, he'll plan how he's going to 
get by for that week or whatever it 
is. So if I wasn't doing things or 
structuring things or like you know 
saying "we need to tidy up, so let's 
do washing, so let's do that on 
Tuesday when I've got the day off", 
I just don't think anything would 
get done, we wouldn't get 
organised. But then saying that he 
does manage to  do those things 
when I'm not there but when I am 
there they don't seem to get done.
I: It sounds like you are carrying
about a certain amount of 
responsibility?
Lucy: Yeah it does feel like that, I mean I
run a theatre company and that is 
quite a lot of work and then I've 
got three other jobs as well. And 
sometimes I feel like all I do is 
work. And quite a lot of the work I 
do is not paid or not paid very well, 
and I'll be out of the house all day 
and then sort of come home and 
there 's like no loo roll or like I've 
said "can you change the bed 
sheets?" And he'll have taken the 
old ones off and not put the new 
ones on and I'll just have come 
home from work and I'll have to do 
that as well. With things like food 
shopping. I'll be away all week and 
then I'll come home and there 
won't be anything to eat for
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responsibility of 
practical household 
and his wellbeing
Resentment -  feeling 
neglected/care not 
being reciprocated
Equality in past
relationship/feeling
burdened
Tedium -feelingfed 
up with life
Financial pressure
breakfast and then I'll have to go 
shopping. Sometimes it feels like 
an overwhelming burden of 
responsibility but also for his 
wellbeing as well. It's not just the 
physical practical tasks, sometimes 
it's just sort of making sure that he' 
ok. But sometimes I feel like he's 
not making sure that I'm ok.
I: Is that different to  how things used
to be?
Lucy: Yeah it was much more mutual and
equal in everything that we did.
We would take turns in things or 
we would split the bill or share the 
financial responsibilities but also 
the responsibilities for other things. 
Whereas now I feel like, although 
probably he would disagree, I feel I 
take on the burden of things. Even 
just things like buying Christmas 
presents or you know, if I didn't do 
it, I don't think it would get done, 
yeah or changing the bed sheets or 
washing to towels or you know it's 
like I just yeah, sometimes it's just 
like "these things are so tedious, 
why do I always have to  do these 
things?" As well as trying to run a 
business and hold down different 
jobs, paying the bills as well 
(laughs)
I: Has there been a financial pressure
that's come...
Lucy: ...Yeah I mean loads. He hasn't
worked for nearly four years. We 
get housing benefit and he gets 
incapacity benefit and disability 
living allowance but sometimes if 
I'm not acting or if I haven't got a 
proper job and if I'm just working 
at the theatre box office, I get paid 
£7.50 an hour and work 30 hours 
max. So there 's not a lot of money 
coming in and yeah. The financial 
situation is a really difficult 
situation in our relationship. It's 
really difficult to talk about and it's 
a really contentious issue. It's
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He is dependent on 
her -  lack of 
reciprocity/sole 
provider
Arguing/blaming
really problematic.
I: Could you say a bit more about
that?
Lucy: Well, because of the way the
housing benefit is worked out, it 
pays quite a lot of our rent which I 
wouldn't be able to  pay for if it 
didn't but sometimes I do earn 
slightly more and then it's fine, but 
sometimes I earn hardly anything. 
And how we work it is that Sam 
doesn't pay any bills at all so all of 
the rent is covered, but he doesn't 
pay any bills at all, including mobile 
phone and everything. So 
sometimes when I'm working it's 
fine and I can sort of just about 
cover it with the benefit as well, 
but when I'm not it's really really 
hard. Because I buy all of the food 
and everything as well. Recently, 
about three or four weeks ago I 
told him that I wasn't working 
much until the end of August and 
said "do you think the next time we 
go shopping you could contribute 
something towards the food?" And 
he said "oh you can use the 
benefit". And he said "what, the 
housing benefit?" And he said 
"yeah". And I said "well the 
housing benefit doesn't really 
cover food as well, it doesn't really 
work like that". And he turned 
around and said "why are you 
attacking me?" And I said "I'm not 
attacking you, I was just asking 
whether you could contribute 
something towards the food". And 
then it just kind of escalated until it 
kind of just got really out of control 
into a big argument where it was 
like a face off on opposite sides of 
the room where he was saying I 
was accusing him and making him 
feel bad about being ill and that the 
attitude that I had was one of the . 
reasons he was ill in the first place 
and just all sorts of things like that
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Learning how to 
cope with the 
Situation/Perceiving 
he is better than he 
is/trying to  avoid 
arguments/unsure of 
self/view of reality is 
disturbed
He is able to  control 
his behaviour
Not feeling listened 
to/wish to  discuss 
things but
can't/communication 
blockage/inability to 
rely on him for 
support
and all I said was "could you 
contribute something towards the 
food? (starts crying) And then I 
just said "I can't talk to  you about 
this, can I?" It was just really 
weird, because I sort of made a 
rule to myself that I wasn't going to 
talk to him about money anymore 
because it always ends in an 
argument but because he's been 
doing so well and getting really well 
and good, it sort of slipped out and 
I really, it's really weird. When 
these things happen I always try to 
look back and sort of, or even at 
the time I try to look at what I'm 
saying and think if what I'm doing 
and saying is really what he says I 
am doing and saying. Like at one 
point he said "you're being really 
vile" and I sort of was there and 
asked myself "am I? Like I wish 
someone was there and in the 
room to  witness what was 
happening and tell me if I am being 
like that like he says I'm being, 
(begins crying more heavily) I feel 
like he twists things around. So 
sometimes I'll sort of say "I'm really 
struggling at the moment" or this 
particular time I can't even 
remember what I said but it was 
something like "I just need you to 
understand that I'm finding this 
really hard" and then he said 
something like "you keep saying 
you, you're putting all of this onto 
me" and I said well "I'm talking to 
you. I'm using you I'm not trying to 
accuse you. I'm not talking to 
anyone else that's why I'm using 
you" and he says "if you say you 
one more time I'm leaving" and I 
was like "ok, go on then, I don't 
know what you want me to say or 
do in this situation". I mean it just 
got really, it was bizarre. Nothing 
like that has happened for ages and 
in the end he got up, turned off all
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Blaming each other
The illness is in his 
control/playing 
games/having to 
censor emotions
Contributing to 
illness/blame
Communication
blockage
Lack of
correspondence 
between 
expectations in 
relationship
Feeling burdened
the lights and went to  bed I just sat 
in the dark. And I was like "ok well 
I'll sleep on the sofa, I'm not going 
in there and apologising because I 
don't feel like I've done anything 
wrong". But what kind of generally 
happens in any reasonable 
argument about anything, things 
which I consider to  be quite normal 
like "could you not leave a wet 
towel on the bed" for example. 
What happens is that he'll kind of, 
the end point of the argument is 
always, for him, "I'm ill". And so 
it's like, I sort of feel like it's a game 
of cards and if that's his top trump, 
with anything that happens, and it 
happens quite often, he'll just say 
"I can't do that because I'm ill".
And then after that I can't say 
anything else, that's the end of the 
discussion because if I say anything 
more then I'll then be accused as I 
have been in the past of being 
unsupportive or not helping him or 
exacerbating his illness or making it 
worse or not being understanding 
or being one of the causes of it and 
I just can't bare it, I can't bare that. 
So when he said this the other 
night after the food contribution 
money thing I just feel like he's 
really hard to  talk to. Anything he 
doesn't like the subject m atter of 
which is difficult but what I 
perceive to be normal relationship 
things like "if I'm at work all day 
and you're at home, could you 
hoover?" he kind of can't deal with 
because he feels like it's an attack 
on him and his illness but for me 
that's really hard because I don't 
want to do everything, I feel like 
I'm doing everything and feel 
unsupported in that and taking the 
financial burden as well as the 
physical responsibility of looking 
after every act of daily living.
How do you cope with that?
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Coping strategy/keep 
busy/reflecting on 
previous support 
from him
Needing outside 
support
Losing grip of reality- 
losing control
Feeling bad without 
knowing w h y - 
unsure of
self/Feeling trapped
Anger/frustration
Lucy: Well I talk to  my counsellor about
it. Ummm I just try to  do things 
that make me happy and 
concentrate on my work. What's 
really hard is that in the past I 
would talk to him about it but I 
can't now, I can but it's really hard. 
I've even said to him that if we 
have to  talk about money or 
something else then I want 
someone else there, like his sister 
or social worker or someone 
because I feel like I need to keep 
perspective of what's happening 
because otherwise it'll lead 
somewhere where I've got no 
control over it and can't even see 
anymore if I am being vile or 
accusatory or if I'm being 
unreasonable or if I'm being 
horrible. I get accused of being 
horrible sometimes and I don't feel 
I'm being horrible but the way he 
says it, it makes me feel so bad and 
when it's over or afterwards I think 
"God I must be really horrible" or 
"why would he say that if it wasn't 
true" and then I think it's not true 
but it's really hard to believe that 
so if someone else was there it 
could mediate it somehow rather 
than feeling like I'm trapped. 
Because I do sometimes feel like 
that when we talk or when we have 
to  deal with difficult things like 
ummm, yeah, I just want to video it 
and look back when he's calmed 
down and say "ok, let's look at this 
now, do you genuinely think I am 
being vile in that video, because I 
don't see that I am?" I mean it is 
incredibly frustrating as well that's 
the thing. Sometimes he makes me 
feel really angry and frustrated 
because I think that what's funny 
about now compared to  how it has 
been, I mean he was really really 
unwell and so even discussing 
anything about contributing
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Noticing a change in 
his behaviour
Doubting him/lacking 
trust /feeling 
manipulated/getting 
to know someone 
again
towards food I wouldn't have even 
thought of it, I wouldn't have done 
it but when it's now, he's studying 
in college, he's generally quite well 
in himself and he does go out now 
and gets up and gets dressed and 
he exercises and shaves and 
showers and he's not in that real 
pit of depression that he was in and 
I don't know like sometimes I don't 
know what is still a part of his 
mental health issues or what is just 
him, you know, is he really too ill to 
take a wet towel off the bed or is 
he just saying that? And that's the 
difficulty sometimes. So I just don't 
know. I've lived with it for about 
four years and I lived with him for 
about nine years before that so I 
kind of feel like I know him well 
enough but sometimes I just feel 
like "what are you doing?"
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APPENDIX N: EXTRACT OF CODING FROM 
INTERVIEW 2 -  ANALYSIS STAGE 2
I: How does that make life for you at the
moment?
Lucy: Well it is hard because, like the other
day we went to  see a friends show, a 
friend had written an opera and we 
went to  see it and he came. And it was 
quite a long lead in, you know "we've 
booked tickets for this. I'd like you do 
come, do you want to see Heather's 
show?", "yes" (pretending to  be Sam), 
and you know lots of reminders about it 
and on the day we met up before and 
, then we went and then when we got 
there I was meeting up with friends of 
mine and friends of friends that know 
Sam but probably haven't seen him for 
about two years but I've seen them 
loads obviously in the interim period. 
And they're like "oh Sam!", quite 
surprised. But then you know it was 
good in way but everyone was going 
out for a drink and there were some 
people that I really wanted to see and 
talk to but I kind of felt like we should 
go. You know if felt like I was looking 
after him a bit and making sure he was 
ok and I didn't feel like I could go out 
with everyone else after the show so 
we just went home. Everyone else sat 
together and we sat somewhere else 
separately. You know it's fine but 
sometimes I will, I do generally ask him, 
but sometimes I know he's not going to  
come or that I don't want him to come 
because I know that I won't enjoy it and 
I'll worry about him. Say I'm going to  a 
dinner party or birthday, I worry that he 
won't enjoy it or that he'll want to 
leave and then I'll feel like I have to 
leave and so sometimes it's better to 
just go separately and not go with him.
I: What is it that you worry about?
Lucy: Well he'll start to get withdrawn and
then I'll see him not start to get upset 
but he might go and stand outside and 
then he'll sort of say I'm going to  go 
and then I'll feel bad or I'll feel guilty
Living separate lives
Change in social 
life/withdrawing 
from social life
Lack of enjoyment 
with partner
Living separate lives
Feeling guilty
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about it that I've made him come or 
something so it's just easier if he just 
doesn't come because then I don't have 
to feel bad about the fact that he's not 
enjoying himself.
I: I was interested in what you said about
feeling as if you have to look after him, 
and I was wondering if you could 
explain a bit more about what that 
means to  you. What does looking after 
Sam mean?
Lucy: Well, I suppose in the particular
instance that I was talking about say 
there are a group of people talking and, 
it's just sort of standing with him and 
not leaving him by himself. So if I saw 
some people that I know over there, I 
might sort of say do you want to  go 
over and say hi and he'll say no and 
then I'll say I'll just sort of quickly say 
hello and then I'll come back and mean 
he sort of can't, I mean he can with 
some people. If one person comes 
around to our house then he'll be fine 
with that but in a group situation he'll 
withdraw from it and so I stay with him 
and will say I just need to  say goodbye 
to Harry and then I'll keep checking in 
on him, checking whether he is ok. 
Sometimes he'll just wait outside and 
say "see you in a minute", so I'll be 
conscious of doing the rounds quite 
quickly and saying hello to  people 
before I have to go.
I: So you've kind of described how you
might look after Sam socially, does that 
'looking after him' feature in any other 
part of your lives?
Lucy: Yeah, it does. Checking in on him and
checking in that he's ok if I'm away or if 
I'm out at work, just seeing how he's 
feeling, what he's doing. Just making 
sure that he's doing something rather 
than just hanging around the house not 
doing anything. He hasn't worked since 
September 2007. So you know, making 
sure that he's got some sort of 
structure, or generally I'll say "what are 
you doing tomorrow, are you going to
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Lucy:
Lucy:
go for a run?" You know trying to  give 
him the idea of some sort of structure. 
So if I know I'm not I'm not going to be 
in I'll see if he's doing something or if 
I'm working away I'll regularly text him 
and ring him on my lunch break just so 
he knows that I'm still present even 
though I'm not physically there. I'll 
make sure that he's eating healthily, 
eating proper food and if I'm there I'll 
buy healthy food and make food. That 
sort of thing I suppose. But also 
checking in that he's keeping in contact 
with people here and with XXXXX his 
Social Worker and that kind of thing.
So I know he's not neglected in his 
support network. He's really bad at 
keeping in touch with people or 
returning calls or answering the phone 
so if I know his mum has called I'll make 
sure he gets in touch. So some kind of 
normal husband and wife scenarios I 
suppose but some kind of more related 
to  the fact that he's been unwell.
So you say normal husband-wife 
scenarios, how would you call the other 
kind of scenarios?
Well, more like carer and caree I 
suppose. I don't know, making sure 
that people get up and get dressed and 
have a shower and eat properly I don't 
think generally that's what wives for 
husbands as they sort of manage to  do 
that themselves. It's not so much like 
that now I have to  confess but it has 
been like that at points.
What do you think would happen if you 
didn't step into that carer role?
I don't know, obviously I do work away 
a lot, I was away all of last week and 
he's managed to get on fine, he's 
managed fine without me being there. 
But I sort of feel like because he knows 
there 's a time frame on it, say if I'm 
away for a week, he'll plan how he's 
going to  get by for that week or 
whatever it is. So if I wasn't doing 
things or structuring things or like you 
know saying "we need to tidy up, so
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let's do washing, so let's do that on 
Tuesday when I've got the day off', I 
just don't think anything would get 
done, we wouldn't get organised. But 
then saying that he does manage to  do 
those things when I'm not there but 
when I am there they don't seem to get 
done.
I: It sounds like you are carrying about a
certain amount of responsibility?
Lucy: Yeah it does feel like that, I mean I run
a theatre company and that is quite a 
lot of work and then I've got three 
other jobs as well. And sometimes I 
feel like all I do is work. And quite a lot 
of the work I do is not paid or not paid 
very well, and I'll be out of the house all 
day and then sort of come home and 
there 's like no loo roll or like I've said 
"can you change the bed sheets?" And 
he'll have taken the old ones off and 
not put the new ones on and I'll just 
have come home from work and I'll 
have to do that as well. With things like 
food shopping. I'll be away all week and 
then I'll come home and there won't be 
anything to eat for breakfast and then 
I'll have to go shopping. Sometimes it 
feels like an overwhelming burden of 
responsibility but also for his wellbeing 
as well. It's not just the physical 
practical tasks, sometimes it's just sort 
of making sure that he'ok. But 
sometimes I feel like he's not making 
sure that I'm ok.
I: Is that different to  how things used to
be?
Lucy: Yeah it was much more mutual and
equal in everything that we did. We 
would take turns in things or we would 
split the bill or share the financial 
responsibilities but also the 
responsibilities for other things. 
Whereas now I feel like, although 
probably he would disagree, I feel I take 
on the burden of things. Even just 
things like buying Christmas presents or 
you know, if I didn't do it, I don't think 
it would get done, yeah or changing the
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bed sheets or washing to towels or you 
know it's like I just yeah, sometimes it's 
Just like "these things are so tedious, 
why do I always have to do these 
things?" As well as trying to run a 
business and hold down different Jobs, 
paying the bills as well (laughs)
I: Has there been a financial pressure
that's come...
Lucy: ...Yeah I mean loads. He hasn't worked
for nearly four years. We get housing 
benefit and he gets incapacity benefit 
and disability living allowance but 
sometimes if I'm not acting or if I havn't 
got a proper Job and if I'm Just working 
at the theatre box office, I get paid 
£7.50 an hour and work 30 hours max. 
So there 's not a lot of money coming in 
and yeah. The financial situation is a 
really difficult situation in our 
relationship. It's really difficult to talk 
about and it's a really contentious 
issue. It's really problematic.
I: Could you say a bit more about that?
Lucy: Well, because of the way the housing 
benefit is worked out, it pays quite a lot 
of our rent which I wouldn't be able to 
pay for if it didn't but sometimes I do 
earn slightly more and then it's fine, 
but sometimes I earn hardly anything. 
And how we work it is that Sam doesn't 
pay any bills at all so all of the rent is 
covered, but he doesn't pay any bills at 
all, including mobile phone and 
everything. So sometimes when I'm 
working it's fine and I can sort of Just 
about cover it with the benefit as well, 
but when I'm not it's really really hard. 
Because I buy all of the food and 
everything as well. Recently, about 
th ree or four weeks ago I told him that I 
wasn't working much until the end of 
August and said "do you think the next 
time we go shopping you could 
contribute something towards the 
food?" And he said "oh you can use the 
benefit". And he said "what, the 
housing benefit?" And he said "yeah". 
And I said "well the housing benefit
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doesn't really cover food as well, it 
doesn't really work like that". And he 
turned around and said "why are you 
attacking me?" And I said "I'm not 
attacking you, I was just asking whether 
you could contribute something 
towards the food". And then it Just 
kind of escalated until it kind of Just got 
really out of control into a big argument 
where it was like a face off on opposite 
sides of the room where he was saying I 
was accusing him and making him feel 
bad about being ill and that the attitude 
that I had was one of the reasons he 
was ill in the first place and Just all sorts 
of things like that and all I said was 
"could you contribute something 
towards the food? (starts crying) And 
then I Just said "I can't talk to you about 
this, can I?" It was Just really weird, 
because I sort of made a rule to  myself 
that I wasn't going to talk to  him about 
money anymore because it always ends 
in an argument but because he's been 
doing so well and getting really well 
and good, it sort of slipped out and I 
really, it's really weird. When these 
things happen I always try to  look back 
and sort of, or even at the time I try to 
look at what I'm saying and think if 
what I'm doing and saying is really what 
he says I am doing and saying. Like at 
one point he said "you're being really 
vile" and I sort of was there and asked 
myself "am I? Like I wish someone was 
there and in the room to  witness what 
was happening and tell me if I am being 
like that like he says I'm being, (begins 
crying more heavily) I feel like he twists 
things around. So sometimes I'll sort of 
say "I'm really struggling at the 
moment" or this particular time I can't 
even remember what I said but it was 
something like "I Just need you to 
understand that I'm finding this really 
hard" and then he said something like 
"you keep saying you, you're putting all 
of this onto me" and I said well "I'm 
talking to you. I'm using you I'm not
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trying to  accuse you, I'm not talking to 
anyone else that's why I'm using you" 
and he says "if you say you one more 
time I'm leaving" and I was like "ok, go 
on then, I don't know what you want 
me to  say or do in this situation". I 
mean it just got really, it was bizarre. 
Nothing like that has happened for ages 
and in the end he got up, turned off all 
the lights and went to  bed I just sat in 
the dark. And I was like "ok well I'll 
sleep on the sofa. I'm not going in there 
and apologising because I don't feel like 
I've done anything wrong". But what 
kind of generally happens in any 
reasonable argument about anything, 
things which I consider to  be quite 
normal like "could you not leave a wet 
towel on the bed" for example. What 
happens is that he'll kind of, the end 
point of the argument is always, for 
him, "I'm ill". And so it's like, I sort of 
feel like it's a game of cards and if 
that's his top trump, with anything that 
happens, and it happens quite often, 
he'll Just say "I can't do that because 
I'm ill". And then after that I can't say 
anything else, that's the end of the 
discussion because if I say anything 
more then I'll then be accused as I have 
been in the past of being unsupportive 
or not helping him or exacerbating his 
illness or making it worse or not being 
understanding or being one of the 
causes of it and I Just can't bare it, I 
can't bare that. So when he said this 
the other night after the food 
contribution money thing I Just feel like 
he's really hard to talk to. Anything he 
doesn't like the subject m atter of which 
is difficult but what I perceive to be 
normal relationship things like "if I'm at 
work all day and you're at home, could 
you hoover?" he kind of can't deal with 
because he feels like it's an attack on 
him and his illness but for me that's 
really hard because I don't want to do 
everything, I feel like I'm doing 
everything and feel unsupported in that
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and taking the financial burden as well 
as the physical responsibility of looking 
after every act of daily living.
I : How do you cope with that?
Lucy: Well I talk to my counsellor about it.
Ummm I just try to do things that make 
me happy and concentrate on my work. 
What's really hard is that in the past I 
would talk to him about it but I can't 
now, I can but it's really hard. I've even 
said to  him that if we have to talk about 
money or something else then I want 
someone else there, like his sister or 
social worker or someone because I 
feel like I need to keep perspective of 
what's happening because otherwise 
it'll lead somewhere where I've got no 
control over it and can't even see 
anymore if I am being vile or accusatory 
or if I'm being unreasonable or if I'm 
being horrible. I get accused of being 
horrible sometimes and I don't feel I'm 
being horrible but the way he says it, it 
makes me feel so bad and when it's 
over or afterwards I think "God I must 
be really horrible" or "why would he 
say that if it wasn't true" and then I 
think it's not true but it's really hard to 
believe that so if someone else was 
there it could mediate it somehow 
rather than feeling like I'm trapped. 
Because I do sometimes feel like that 
when we talk or when we have to deal 
with difficult things like ummm, yeah, I 
just want to  video it and look back 
when he's calmed down and say "ok, 
let's look at this now, do you genuinely 
think I am being vile in that video, 
because I don't see that I am?" I mean 
it is incredibly frustrating as well that's 
the thing. Sometimes he makes me 
feel really angry and frustrated because 
I think that what's funny about now 
compared to  how it has been, I mean 
he was really really unwell and so even 
discussing anything about contributing 
towards food I wouldn't have even 
thought of it, I wouldn't have done it 
but when it's now, he's studying in
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college, he's generally quite well in 
himself and he does go out now and 
gets up and gets dressed and he 
exercises and shaves and showers and 
he's not in that real pit of depression 
that he was in and I don't know like 
sometimes I don't know what is still a 
part of his mental health issues or what 
is just him, you know, is he really too ill 
to take a wet towel off the bed or is he 
just saying that? And that's the 
difficulty sometimes. So I just don't 
know. I've lived with it for about four 
years and I lived with him for about 
nine years before that so I kind of feel 
like I know him well enough but 
sometimes I just feel like "what are you 
doing?"
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APPENDIX O: EXTRACT OF CODING FROM INTERVIEW 2 
- ANALYSIS STAGE 3
I: How does that make life for you at the
moment?
Lucy: Well it is hard because, like the other day
we went to  see a friends show, a friend 
had written an opera and we went to  see it 
and he came. And it was quite a long lead 
in, you know "we've booked tickets for 
this. I'd like you do come, do you want to 
see Heather's show?", "yes" (pretending to 
be Sam), and you know lots of reminders 
about it and on the day we met up before 
and then we went and then when we got 
there I was meeting up with friends of 
mine and friends of friends that know Sam 
but probably haven't seen him for about 
two years but I've seen them  loads 
obviously in the interim period. And 
they're like "oh Sam!", quite surprised.
But then you know it was good in way but 
everyone was going out for a drink and 
there were some people that I really 
wanted to  see and talk to  but I kind of felt 
like we should go. You know if felt like I 
was looking after him a bit and making 
sure he was ok and I didn't feel like I could 
go out with everyone else after the show 
so we just went home. Everyone else sat. 
together and we sat somewhere else 
separately. You know it's fine but 
sometimes I will, I do generally ask him, 
but sometimes I know he's not going to 
come or that I don't want him to come 
because I know that I won't enjoy it and I'll 
worry about him. Say I'm going to a dinner 
party or birthday, I worry that he won't 
enjoy it or that he'll want to leave and 
then I'll feel like I have to leave and so 
sometimes it's better to just go separately 
and not go with him.
I: What is it that you worry about?
Lucy: Well he'll start to get withdrawn and then 
I'll see him not start to get upset but he 
might go and stand outside and then he'll 
sort of say I'm going to go and then I'll feel 
bad or I'll feel guilty about it that I've made 
him come or something so it's just easier if
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he just doesn't come because then I don't 
have to feel bad about the fact that he's 
not enjoying himself.
I: I was interested in what you said about
feeling as if you have to look after him, and 
I was wondering if you could explain a bit 
more about what that means to  you.
What does looking after Sam mean?
Lucy: Well, I suppose in the particular instance
that I was talking about say there are a 
group of people talking and, it's just sort of 
standing with him and not leaving him by 
himself. So if I saw some people that I 
know over there, I might sort of say do you 
want to go over and say hi and he'll say no 
and then I'll say I'll just sort of quickly say 
hello and then I'll come back and mean he 
sort of can't, I mean he can with some 
people. If one person comes around to  
our house then he'll be fine with that but 
in a group situation he'll withdraw from it 
and so I stay with him and will say I just 
need to say goodbye to Harry and then I'll 
keep checking in on him, checking whether 
he is ok. Sometimes he'll just wait outside 
and say "see you in a minute", so I'll be 
conscious of doing the rounds quite quickly 
and saying hello to people before I have to 
go.
I: So you've kind of described how you might
look after Sam socially, does that 'looking 
after him' feature in any other part of your 
lives?
Lucy: Yeah, it does. Checking in on him and
checking in that he's ok if I'm away or if I'm 
out at work, just seeing how he's feeling, 
what he's doing. Just making sure that 
he's doing something rather than just 
hanging around the house not doing 
anything. He hasn't worked since 
September 2007. So you know, making 
sure that he's got some sort of structure, 
or generally I'll say "what are you doing 
tomorrow, are you going to go for a run?" 
You know trying to  give him the idea of 
some sort of structure. So if I know I'm not 
I'm not going to be in I'll see if he's doing 
something or if I'm working away I'll 
regularly text him and ring him on my
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lunch break just so he knows that I'm still 
present even though I'm not physically 
there. I'll make sure that he's eating 
healthily, eating proper food and if I'm 
there I'll buy healthy food and make food. 
That sort of thing I suppose. But also 
checking in that he's keeping in contact 
with people here and with XXXXX his Social 
Worker and that kind of thing. So I know 
he's not neglected in his support network. 
He's really bad at keeping in touch with 
people or returning calls or answering the 
phone so if I know his mum has called I'll 
make sure he gets in touch. So some kind 
of normal husband and wife scenarios I 
suppose but some kind of more related to 
the fact that he's been unwell.
I: So you say normal husband-wife scenarios,
how would you call the other kind of 
scenarios?
Lucy: Well, more like carer and caree I suppose.
I don't know, making sure that people get 
up and get dressed and have a shower and 
eat properly I don't think generally that's 
what wives for husbands as they sort of 
manage to do that themselves. It's not so 
much like that now I have to  confess but it 
has been like that at points.
I: What do you think would happen if you
didn't step into that carer role?
Lucy: I don't know, obviously I do work away a
lot, I was away all of last week and he's 
managed to  get on fine, he's managed fine 
without me being there. But I sort of feel 
like because he knows there 's a time frame 
on it, say if I'm away for a week, he'll plan 
how he's going to  get by for that week or 
whatever it is. So if I wasn't doing things 
or structuring things or like you know 
saying "we need to tidy up, so let's do 
washing, so let's do that on Tuesday when 
I've got the day off", I just don't think 
anything would get done, we wouldn't get 
organised. But then saying that he does 
manage to do those things when I'm not 
there but when I am there they don't seem 
to get done.
I: It sounds like you are carrying about a
certain amount of responsibility?
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Lucy: Yeah it does feel like that, I mean I run a
theatre company and that is quite a lot of 
work and then I've got three other jobs as 
well. And sometimes I feel like all I do is 
work. And quite a lot of the work I do is 
not paid or not paid very well, and I'll be 
out of the house all day and then sort of 
come home and there 's like no loo roll or 
like I've said "can you change the bed 
sheets?" And he'll have taken the old ones 
off and not put the new ones on and I'll 
just have come home from work and I'll 
have to  do that as well. With things like 
food shopping. I'll be away all week and 
then I'll come home and there won't be 
anything to  eat for breakfast and then I'll 
have to go shopping. Sometimes it feels 
like an overwhelming burden of 
responsibility but also for his wellbeing as 
well. It's not just the physical practical 
tasks, sometimes it's just sort of making 
sure that he' ok. But sometimes I feel like 
he's not making sure that I'm ok.
I: Is that different to  how things used to  be?
Lucy: Yeah it was much more mutual and equal
in everything that we did. We would take 
turns in things or we would split the bill or 
share the financial responsibilities but also 
the responsibilities for other things. 
Whereas now I feel like, although probably 
he would disagree, I feel I take on the 
burden of things. Even just things like 
buying Christmas presents or you know, if I 
didn't do it, I don't think it would get done, 
yeah or changing the bed sheets or 
washing to  towels or you know it's like I 
just yeah, sometimes it's just like "these 
things are so tedious, why do I always have 
to do these things?" As well as trying to 
run a business and hold down different 
jobs, paying the bills as well (laughs)
I: Has there been a financial pressure that's
come...
Lucy: ...Yeah I mean loads. He hasn't worked for
nearly four years. We get housing benefit 
and he gets incapacity benefit and 
disability living allowance but sometimes if 
I'm not acting or if I haven't got a proper 
job and if I'm just working at the theatre
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box office, I get paid £7.50 an hour and 
work 30 hours max. So there 's not a lot of 
money coming in and yeah. The financial 
situation is a really difficult situation in our 
relationship. It's really difficult to talk 
about and it's a really contentious issue.
It's really problematic.
I: Could you say a bit more about that?
Lucy: Well, because of the way the housing
benefit is worked out, it pays quite a lot of 
our rent which I wouldn't be able to pay 
for if it didn't but sometimes I do earn 
slightly more and then it's fine, but 
sometimes I earn hardly anything. And 
how we work it is that Sam doesn't pay 
any bills at all so all of the rent is covered, 
but he doesn't pay any bills at all, including 
mobile phone and everything. So 
sometimes when I'm working it's fine and I 
can sort of just about cover it with the 
benefit as well, but when I'm not it's really 
really hard. Because I buy all of the food 
and everything as well. Recently, about 
three or four weeks ago I told him that I 
wasn't working much until the end of 
August and said "do you think the next 
time we go shopping you could contribute 
something towards the food?" And he 
said "oh you can use the benefit". And he 
said "what, the housing benefit?" And he 
said "yeah". And I said "well the housing 
benefit doesn't really cover food as well, it 
doesn't really work like that". And he 
turned around and said "why are you 
attacking me?" And I said "I'm not 
attacking you, I was just asking whether 
you could contribute something towards 
the food". And then it just kind of 
escalated until it kind of just got really out 
of control into a big argument where it was 
like a face off on opposite sides of the 
room where he was saying I was accusing 
him and making him feel bad about being 
ill and that the attitude that I had was one 
of the reasons he was ill in the first place 
and just all sorts of things like that and all I 
said was "could you contribute something 
towards the food? (starts crying) And 
then I just said "I can't talk to you about
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this, can I?" It was just really weird, 
because I sort of made a rule to myself 
that I wasn't going to talk to him about 
money anymore because it always ends in 
an argument but because he's been doing 
so well and getting really well and good, it 
sort of slipped out and I really, it's really 
weird. When these things happen I always 
try to look back and sort of, or even at the 
time I try to look at what I'm saying and 
think if what I'm doing and saying is really 
what he says I am doing and saying. Like 
at one point he said "you're being really 
vile" and I sort of was there and asked 
myself "am I? Like I wish someone was 
there and in the room to  witness what was 
happening and tell me if I am being like 
that like he says I'm being, (begins crying 
more heavily) I feel like he twists things 
around. So sometimes I'll sort of say "I'm 
really struggling at the moment" or this 
particular time I can't even remember 
what I said but it was something like "I just 
need you to understand that I'm finding 
this really hard" and then he said 
something like "you keep saying you, 
you're putting all of this onto me" and I 
said well "I'm talking to you. I'm using you 
I'm not trying to accuse you. I'm not 
talking to  anyone else that's why I'm using 
you" and he says "if you say you one more 
time I'm leaving" and I was like "ok, go on 
then, I don't know what you want me to 
say or do in this situation". I mean it just 
got really, it was bizarre. Nothing like that 
has happened for ages and in the end he 
got up, turned off all the lights and went to 
bed I just sat in the dark. And I was like 
"ok well I'll sleep on the sofa. I'm not going 
in there and apologising because I don't 
feel like I've done anything wrong". But 
what kind of generally happens in any 
reasonable argument about anything, 
things which I consider to  be quite normal 
like "could you not leave a wet towel on 
the bed" for example. What happens is 
that he'll kind of, the end point of the 
argument is always, for him, "I'm ill". And 
so it's like, I sort of feel like it's a game of
relationship
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I:
Lucy:
cards and if that's his top trump, with 
anything that happens, and it happens 
quite often, he'll just say "I can't do that 
because I'm ill". And then after that I can't 
say anything else, that's the end of the 
discussion because if I say anything more 
then I'll then be accused as I have been in 
the past of being unsupportive or not 
helping him or exacerbating his illness or 
making it worse or not being 
understanding or being one of the causes 
of it and I just can't bare it, I can't bare 
that. So when he said this the other night 
after the food contribution money thing I 
just feel like he's really hard to  talk to. 
Anything he doesn't like the subject m atter 
of which is difficult but what I perceive to  
be normal relationship things like "if I'm at 
work all day and you're at home, could you 
hoover?" he kind of can't deal with 
because he feels like it's an attack on him 
and his illness but for me that's really hard 
because I don't want to  do everything, I 
feel like I'm doing everything and feel 
unsupported in that and taking the 
financial burden as well as the physical 
responsibility of looking after every act of 
daily living.
How do you cope with that?
Well I talk to my counsellor about it. 
Ummm I just try to  do things that make me 
happy and concentrate on my work.
What's really hard is that in the past I 
would talk to him about it but I can't now, I 
can but it's really hard. I've even said to 
him that if we have to talk about money or 
something else then I want someone else 
there, like his sister or social worker or 
someone because I feel like I need to keep 
perspective of what's happening because 
otherwise it'll lead somewhere where I've 
got no control over it and can't even see 
anymore if I am being vile or accusatory or 
if I'm being unreasonable or if I'm being 
horrible. I get accused of being horrible 
sometimes and I don't feel I'm being 
horrible but the way he says it, it makes 
me feel so bad and when it's over or 
afterwards I think "God I must be really
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horrible" or "why would he say that if it 
wasn't true" and then I think it's not true 
but it's really hard to  believe that so if 
someone else was there it could mediate it 
somehow rather than feeling like I'm 
trapped. Because I do sometimes feel like 
that when we talk or when we have to  deal 
with difficult things like ummm, yeah, I just 
want to video it and look back when he's 
calmed down and say "ok, let's look at this 
now, do you genuinely think I am being vile 
in that video, because I don't see that I 
am?" I mean it is incredibly frustrating as 
well that's the thing. Sometimes he makes 
me feel really angry and frustrated 
because I think that what's funny about 
now compared to  how it has been, I mean 
he was really really unwell and so even 
discussing anything about contributing 
towards food I wouldn't have even 
thought of it, I wouldn't have done it but 
when it's now, he's studying in college, 
he's generally quite well in himself and he 
does go out now and gets up and gets 
dressed and he exercises and shaves and 
showers and he's not in that real pit of 
depression that he was in and I don't know 
like sometimes I don't know what is still a 
part of his mental health issues or what is 
just him, you know, is he really too ill to 
take a wet towel off the bed or is he just 
saying that? And that's the difficulty 
sometimes. So I just don't know. I've lived 
with it for about four years and I lived with 
him for about nine years before that so I 
kind of feel like I know him well enough 
but sometimes I just feel like "what are 
you doing?"
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APPENDIX O continued: EXAMPLES OF EXTRACTS 
CODED UNDER THEME 1 
‘THE SELF VERSUS THE 
PSYCHOSIS’
Interview  1 : JOHN
I mean the over-riding thing is that there is more pressure on me, ok. There is the 
financial pressure of working and being the sole bread winner and there 's also the 
pressure of Joanna's mental health and wellbeing and that's not obviously just 
coming from her, its coming from her family and it's coming from me. You know, 
it's a lot of pressure knowing that you play a big part in someone else's mental 
health.
Interview  2: LUCY
Sometimes it feels like an overwhelming burden of responsibility but also for his 
wellbeing as well. It's not just the physical practical tasks, sometimes it's just sort 
of making sure that he' ok.
In terv iew s: AASIF
I mean, I had to manage him as well and I've got to update my parents and let 
them  know, so I just felt like I was taking on the whole world basically.
Interview  4: JAKE
So after she's had psychosis, or psychotic event in October, that's when I realised 
that I clearly have to make a pretty big change in what I can do with my work and 
that's why I got the new job, Monday to Friday, weekends off because I wanted to  
spend more time at home and that's how it's worked out.
Interview  5: TONY
So when Hazel's in an episode, that's when I would say I'm most like a carer 
whereas at the moment it's not a carer at all, I go to work unless she's had a really 
bad day, you know generally she's at home. I'm not a carer, it's only when she's 
in an episode there are kind of two distinctions. You just don't have time to  think 
about anything else really, your total focus is on this one thing which is first of all 
trying to stabilize them because it is kind of at times not necessarily a crisis but 
you know just trying to calm someone down and break that cycle of this really 
deep rooted completely absorbed in their own mind and you just want to  try and 
get them out of that, so really that's your life
Interview  6: Roland
Currently it's more like I take care of her, like I take care of the children, I feel 
responsible
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RESEARCH LOG
1 Formulating and testing hypotheses and research questions ✓
2 Carrying out a structured literature search using information technology 
and
literature search tools
✓
3 Critically reviewing relevant literature and evaluating research methods ✓
4 Formulating specific research questions ✓
5 Writing brief research proposals ✓
6 Writing detailed research proposals/protocols ✓
7 Considering issues related to ethical practice in research, including issues 
of
diversity, and structuring plans accordingly
✓
8 Obtaining approval from a research ethics committee ✓
9 Obtaining appropriate supervision for research ✓
10 Obtaining appropriate collaboration for research ✓
11 Collecting data from research participants ✓
12 Choosing appropriate design for research questions ✓
13 Writing patient information and consent forms ✓
14 Devising and administering questionnaires ✓
15 Negotiating access to study participants in applied NHS settings ✓
16 Setting up a data file ✓
17 Conducting statistical data analysis using SPSS ✓
18 Choosing appropriate statistical analyses ✓
19 Preparing quantitative data for analysis ✓
20 Choosing appropriate quantitative data analysis ✓
21 Summarising results in figures and tables ✓
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22 Conducting semi-struetured interviews ✓
23 Transcribing and analysing interview data using qualitative methods ✓
24 Choosing appropriate qualitative analyses ✓
25 Interpreting results from quantitative and qualitative data analysis ✓
26 Presenting research findings in a variety of contexts ✓
27 Producing a written report on a research project ✓
28 Defending own research decisions and analyses ✓
29 Submitting research reports for publication in peer-reviewed journals or 
edited book
30 Applying research findings to clinical practice ✓
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